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Allocation of 


ONTINUING the study of the job analysis* of 

the work of nurses in hospital wards, the problem 

for discussion, arising out of chapters III and IV 

of the Report (see pages 233-7), is that of staff 
required and the allocation of duties in the ward. Conclusion 
No. 9 of the analysis team emphasizes the ‘ widely varying 
standards of staffing ’ found in wards of comparable size— 
and this within the 12 hospitals, all of which were student 
nurse training schools. If the investigation had been widened 
to include an analysis of nursing in a variety of hospitals, 
even excluding mental hospitals and sanatoria, the standards 
would without doubt have shown even wider and more 
serious variations. 

Of the 26 wards studied 24 were in the charge of a full 
time ward sister on day duty. Of the two exceptions, one 
ward was half of a 50-bed medical unit, the whole being 
under one sister; in the second ward the sister was on 
holiday. Of these same wards, seven had no full time State- 
registered nurse who could act as deputy to the sister so that 
student nurses had to act as the sister’s deputy in her 
absence. Five wards had more than one trained nurse 
besides the sister: three of these were wards of over 30 beds 
and in the same hospital. In most of the wards student 
nurses made up at least half of the total ward staff; in 
addition, domestic workers including ward orderlies were 
found in most of the wards, while nursing orderlies, mainly 
men with Service nursing experience, were employed at 
one hospital, and ‘part-time female nurses with varying 
qualifications other than State-registration’, and mostly 
holding no certificate of any kind, were also employed in 
some hospitals on duties analogous to those of ward orderlies. 

If this is the present picture of the staff of an average 
ward, what, in the opinion of the profession, needs changing 
and how can it be changed for the better ? 

The analysis team’s conclusion (No. 10) states that one 
ward sister and one staff nurse are the normal complement 
of trained staff, irrespective of the size of the ward; also 
(No. 11) that only 16 per cent. of the time recorded as spent 
on nursing duties was contributed by State-registered nurses. 
The Advisory Panel to the team conclude that nursing is the 
proper task of the nurse and that each trained nurse should 
be responsible for the total nursing care to a specified group 
of patients—assisted either by student nurses, assistant 
Nurses, pupil assistant nurses, or orderlies; also that the 
ward sister should be responsible for the management of the 
large administrative unit—sub-divided into a number of 
Nursing units each under a trained nurse—and for the 
Practical training of student and post-certificate nurses, 
and that she should be assisted by a personal assistant or 
secretary receptionist. The impression given by these 
fecommendations is thus an increase of the ward staff 
first by a lay assistant to the sister; secondly by sufficient 


** The Work of Nurses in Hospital Wards’. Report of ajob analysis 
undertaken by the Nuffield Provincial Hospitals Trust. obtainable 
from Nuffield Lodge, Regent's Park N.W.1, price 6s. (6s. 6d. 
post free). 


Ward Duties 


numbers of trained nurses, which would certainly mean 
two or three more trained nurses at least (the optimum 
size of a ‘ nursing unit ’ in which a trained nurse is responsible 
for the total care of a group of patients is to be the subject 
of a further study); and thirdly the increase of staff by, 
presumably, those of the orderly group. 

If the pattern of ward staff could be so changed that 
nursing (whether basic, technical or social) was indeed 
performed by nurses, the position and status of the staff 
nurse would be considerably improved. She would, in fact, 
be appointed to the staff of a hospital to nurse its patients. 
She would not become the sister’s deputy for several years 
presumably and if interested in administration, would study 
this in the courses available before seeking appointment as 
an administrator and teacher in the larger ward unit. 

This might also lessen the trend, already realized by 
many in the profession that ‘ the end result of nurse-training, 
in the hospital service, is not nursing but administration’ 
(conclusion No. 12). 

If a hospital were to advertise for staff nurses to staff 
its wards, what would be the response ? It would depend, 
no doubt, on the name of the hospital, the standard of care 
known to be given to the patients, the numbers of auxiliary 
staff employed, the standard of equipment, the co-operation 
shown and felt between all the trained nursing staff and the 
medical staff; and lastly on the hours of work (preferably 
regular and known in advance), and the standard of residential 
accommodation or facilities for non-residence within reasonable 
travelling distance. 

All these factors would be considered in seeking 
appointment to a post outside a hospital. They should 
also be recognized as of importance within the hospital 
if the staffing of our wards is to attract trained staff who 
will be happy to remain in the hospital nursing service. 

One question that follows is: are there enough trained 
nurses in the country ? If so would it be financially possible 
for the hospitals so to employ them ? 
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Sir Felix Cassel 


SiR FeLtx CassEL’s DEATH will remind many nurses of 
the debt that they owe to a pioneer in nursing education. 
The Cassel Bursary Trust founded by him provided monies 
for the further education in psychological matters of 
members of the nursing profession. To begin with, short 
courses for individual nurses were arranged in association 
with The Cassel Hospital and the National Association for 
Mental Health. Latterly the monies have been spent on 
summer schools for ward sisters, sister tutors and health 
visitors. When psychology was introduced into the syllabus 
of the General Nursing Council for England and Wales, the 
Trustees devoted money to experiments in teaching methods, 
and reports of this work have been published. Sir Felix 
was keenly interested in nurses and in nurse training, 
and the welfare of the patient as a person. He always 
gave encouragement to the students at the summer schools 
as they sought to understand more about human behaviour 
in sickness and in health. His far-sighted policy has resulied 
in dividends which will continue to be reaped by the nursing 
profession long after the actual monies have been exhausted. 
Sir Felix was Chairman of the Management Committee 
of The Cassel Hospital from 1921, and was a member of the 
Council of King Edward VII Sanatorium, Midhurst, from 
1932, the former being founded by, and the latter being 
provided with funds by his uncle Sir Ernest Cassel. 


A Danger to Health 


THE desirability of controlling the supply to the general 
public of sex hormone preparations was discussed at a meeting 
of representatives of the British Medical Association, the 
Royal College of Nursing and the Pharmaceutical Society, 
held at B.M.A. House on February 25. There was general 
agreement that the indiscriminate use of hormone prepara- 
tions, for example stilboestrol, constituted a danger to 
health, and that some degree of contro] was desirable. The 
representatives agreed there were indications that hormone 
substances were obtained from chemists and from agricultural 
sources, without prescription, but that more evidence would 
be valuable. It was suggested that the co-operation of the 
Royal College of Nursing and the Royal College of Midwives 
might be sought in submitting factual evidence of the 
extent of this practice, and it was suggested that the most 
suitable way of controlling the sale of hormone preparations 
would be by adding them to the list of substances ‘ appearing 
to be capable of causing danger to the health of the 
community if used without proper safeguards’ under the Thera- 
peutic Substances (Prevention of Misuse) Bill now before 
the House of Lords. 


A Home for Old Ladies 


SIMPLICITY IS THE KEYNOTE of the decoration and 
furnishing of the Cecil Residential Club for Old Ladies, 
Wedlake Street, W.10, recently opened by the Lord Mayor 
of London, Sir Rupert de la Bere. In his opening remarks the 
Lord Mayor said how important it was for everybody to have 
a home and how impressed he had been as soon as he had 
arrived, with the homely atmosphere of the Club. Mrs. Cecil 
Chesterton, the Founder of Cecil Houses (Incorporated) said 
that at last their dream house had come true and that now 
some of the old ladies who had been living in the Cecil 
Women’s Public Lodging Houses would have a permanent 
home where they would be well cared for and able to end 
their days in peace and security among people they knew. 
The house, which is to accommodate 72 old ladies, is of 
modern design, containing pleasant sitting-rooms and bed- 
rooms to accommodate four (Mrs. Chesterton said old people 
do not like being alone). Everything has been carefully 
planned for safety and comfort. Large windows admit the 
maximum amount of light and air, handrails are fixed where 
needed, there is a slow-moving lift and an important feature 
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is the sick bay where those who are 

a ill can be nursed by a State-regig. 

tered nurse. The old ladies wij 

thus have no need to fear that they 

will be sent away if they become il]. 

The Club is a new venture of Cecil Houses (Incorporated) 

who are already responsible for three women’s public lodging 
houses and a residential club for girls in London. 


Nurses’ Recreation Hall 


In FEBRUARY Mrs. Christopher Soames, daughter of 
the Prime Minister and wife of the Member of Parliament 
for Bedford, performed the opening ceremony of the nurses’ 
new recreation hall at Bedford General Hospital (North 
Wing). Palest willow green had been chosen for the colour 
scheme, and the sun had struggled through the snow clouds 
and shone through green and white Regency striped curtains 
at the windows. Tables set ready at the sides for guests 
were decked with mauve and golden-yellow freezias and 
snowdrops and set with willow green china. Declaring 
the hall open Mrs. Soames commented on the beauty of the 
colour scheme. ‘‘ Everywhere hospitals are trying to provide 





Looking at the plaque which commemorates the opening of the new 

nurses’ vecreation room at Bedford General Hospital, North Wing, 

are, left to right: Mrs. Ball, matron, the Hon. Romola Russell, 
Mr. H. J. Weller, Ald. H. R. Neate, and Mrs. Soames. 


improved conditions for their nurses,”’ she said. “I think it 
is the least we can do for those doing arduous work ina 
very great profession. I wish many happy hours to all who 
will use this new hall.”” Mr. H. J. Weller, J.P., Vice-Chairman 
of the Bedford Group Hospital Management Committee, 
presided at the ceremony, and Mrs. F. M. Ball, Matron 
(North Wing) thanked all whose generous financial help had 
made the new recreation room possible. In particular, the 
Bedfordshire Hospital Service Association and the Friends of 
the Group of Hospitals, the Cricket Club who had presented 
a radiogram and television set, and the Anglers’ Club who 
had given a piano. 


New American Nursing Journal— 


THE FIRST NUMBER of Nursing Outlook, the official 
magazine of the National League for Nursing (NLN), with 
which is combined Public Health Nursing (formerly the 
official magazine of the National Organization for Public 
Health Nursing), fulfils its promise to serve the wide interests 
of nurses in the United States of America and others who 
wish to keep themselves informed of professional develop- 
ments and trends in that country. The appointment oi 
two nurses, as editor and associate editor of the new journal, 
each with an impressive background of qualifications and 
experience, is welcomed. Mrs. R. Mildred Meyer Hall, 
R.N. assistant professor of Public Health Nursing, University 
of Pennsylvania, who assumes the editorship, holds degrees 
of Teacher’s College, Columbia University and the Harvard 
School of Public Health. In addition to her work in educa- 
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tion she has taken an active part in professional and 
community affairs. Miss Olga Weiss, R.N., of the Western 
Psychiatric Institute, University of Pittsburgh, who becomes 
associate editor, has done post-graduate work in psychiatric 
nursing in Kansas and in connection with the University 
of London. Miss Weiss was awarded, in 1950, the first 
Mary M. Roberts Fellowship in Journalism. 


—‘ Nursing Outlook’ 


THE FRESHNESS OF A NEW APPROACH is reflected in the 
first number of Nursing Outlook. In an introductory note, 
Miss Ruth Sleeper, President of the NLN, defines the new 
publication as being ‘designed to assist all nurses, and 
others who are interested, in fostering the development 
and improvement of nursing services and nursing education ’. 
Considerable space is given to presenting the personnel (with 
portraits), also the policies of the NLN—the various depart- 
ments and relationships of which are clearly shown on a 
full-page chart. Professional articles cover such diverse 
subjects as the eradication of congenital syphilis, community 
planning when poliomyelitis threatens, the administration 
of auxiliary staff in hospitals, experience with students in 
schools of practical nursing, psychiatric nursing in the basic 
curriculum and a study of school health services. A section 
devoted to news of conferences, studies and scholarships 
gives details of the competition for the 1953 Mary M. Roberts 
Fellowship which is awarded by the American Journal of 









The Princess Royal decorates Miss E. Davis with the three-years’ 
service badge of the British Red Cross Society during her visit 
to British Guiana. 


Nursing Company for the purpose of assisting a qualified 
nurse to write about nursing and nursing education for 
professional and lay publications. Nursing Outlook is 
published monthly at 2, Park Avenue, New York, 16, N.Y.; 
foreign subscription rate $5.00 per annum. 


Birmingham Hospital Enquiry 


HE report and findings of the Committee of Enquiry 
recently appointed by the Birmingham Regional 
Hospital Board were presented at a meeting of the 
Board held last week and are to be forwarded to 
the Minister of Health. The Committee was appointed to 
enquire into allegations of bad nursing and bad doctoring 
made by Professor J. M. Webster at an inquest in October 
1952 following the death of a patient in one of the chronic 
wards of the Selly Oak Hospital (West), Birmingham. 

The patient, a woman of 57 years, who had had a stroke 
some 20) years previously and had been paralysed on the 
right side and unable to speak ever since, though she could 
make noises and signs which those attending to her under- 
stood, sustained a fracture of her right femur while being 
lifted back into bed following a bath and died 11 days later. 
She had been in various hospitals during those years and 
was admitted to Selly Oak Infirmary (as it was then called) 
eight years ago. 

A post mortem examination, performed by Professor 
Webster, showed a fractured femur, <n ascending urinary 
infection and in the lower bowel a large mass of impacted 
faeces. The charges of bad nursing and bad doctoring arose 
out of a statement of Professor Webster’s at the inquest. 
Subsequently an enquiry, open to the public and the press, 
was held. (Reported in the Nursing Times of January 31.) 

In its findings and conclusions the Committee of Enquiry 
dealt first with the allegation of bad nursing, which was on 
two counts—first, that the fracture should not have occurred 
and secondly, that the condition of constipation should have 
been suspected. With regard to the former, the report 
states ‘in all probability it was due to the falling or turning 
over of the paralysed leg as she (the patient) was being put 
on to the bed’; as to the latter ‘we believe that having 
regard to the fluids this patient was given and the stools of 
the patient which the sister herself saw, and from the reports 
given to her, there was no reason at all for her to suspect that 
the patient was constipated’. The Committee therefore 
concluded ‘ that there was no bad nursing, no lack of proper 
care or skill, nor was anything done which tended to the 
disadvantage of the patient’. 

The allegation of bad doctoring rested on the following 
contentions: 1. failure to treat the constipation; 2. failure 
to take steps to deal with the ascending genito-urinary 
infection; 3. failure on the part of the house surgeon (a) to 





report the swelling in the patient’s abdomen which he 
discovered three days before her death and (b) failure to 
send a sample of urine for analysis on the day following. 
Again, having heard the evidence, the Committee concluded 
that ‘there was no bad doctoring, or failure to take all 
proper care and use all proper skill’. 

The fact remains that the events leading up to the 
enquiry must leave a sense of disquiet in the minds of those 
who try to see its full significance. This must be viewed, 
not in the light of the particular incident, but as relating 
to the whole picture of the nursing of the chronic sick in the 


‘ hospitals which form part of the National Health Service 


and for which responsibility lies with the Ministry of Health 
and the Regional Hospital Boards. 

This woman had spent some eight years as a patient at 
Selly Oak Hospital and up to the last few days of her life 
in spite of her illness and difficulties was a cheerful person— 
in the words of the sister ‘‘ very happy indeed’’. This 


‘may be taken as a tribute to the care she had received at 


Selly Oak during those eight years. Yet she was in a ward— 
to quote again from the Report—‘ in which were 55 patients 
of whom all but four were bed-ridden and between 30 and 
40 were also incontinent. The hospital, like many similar 
institutions, was very short staffed and, to attend to those 
55 persons, the sister had two assistant nurses, two pupil 
assistant nurses and five or six nursing orderlies who assisted 
with the nursing. Owing to this shortage of staff it was only 
possible for a bath to be given to each patient in this ward 
once a fortnight.’ It might be pointed out also that even 
in the report of the enquiry the designations used for the 
grades of staff are not exact—reference being made incorrectly 
to nurses, resident student nurse and nurse orderly. 

The Nuffield Report on The Work of Nurses in Hospital 
Wards is based on observations in 12 hospitals not one of 
which trains assistant nurses—the type of institution in 
which the conditions quoted above prevail. Much is said 
of the work of ward orderlies—their varied duties in different 
parts of the country and the possibility of using them as 
nursing auxiliaries. At Selly Oak this ‘possibility’ has been a 
reality. Clearly the nursing profession hasa duty to examine— 
in the public interest—the question ‘ What is the proper 
task of a nurse?’ having in mind the Nuffield Report, 
the number of nurses available and the special care needed 
by patients in the chronic sick hospitals of our land. 








ATIENTS with tuberculosis, as sufferers from a chronic 

illness, have many of the problems of those afflicted by 

other chronic disorders, and their reactions to illness 

may also be similar. One aspect of tuberculosis, how- 
ever, is of particular importance—it is potentially an infec- 
tious disease and its victims are more likely to be regarded as a 
menace to thé community than those with such disorders as 
disseminated sclerosis or rheumatism. Moreover, even the 
more chronic forms of tuberculous disease may exhibit sudden 
and severe relapse. Hence, tuberculosis is both a threat to 
the life of the individual and to the life of the community. 
These facts have serious implications, expressed in the re- 
actions of the patient to his illness. If we understand 
something of the character of the tuberculous patient and 
his response to these threats, we can assist with his personal 
adjustment. 

The diagnosis of tuberculosis is usually a profoundly 
disturbing event to the one most concerned. Some degree of 
anxiety and apprehension is a by no means abnormal reaction 
to such an event. Tuberculosis provides a direct threat to 
life itself and it is not surprising that fears are aroused by such 
a threat. Most people are only dimly aware of the nature of 
tuberculous disease, of its course and its prognosis. They 
may think it is always fatal, and the words ‘ galloping 
consumption ’ are likely to come into their minds at such a 
time. They feel with the poet Henley that they are in the 
‘fell clutch of circumstance’. We are all used to concealing 
our feelings in some degree, and an apparent calm or uncon- 
cern may be merely a mask hiding such anxieties. 


The Patient’s Outlook 


Those with experience of tuberculosis know well that 
many minimal lesions are found and that these have a rela- 
tively good outlook; that we can point to many persons who 
have overcome tuberculosis or at least fought a successful 
battle with the disease over many years. Mary who have 
done first class work and even reached eminence, have done 
it while carrying a burden of trouble from this cause. But 
the newly diagnosed patient rarely has such comforting 
thoughts to console him, and feels only despair, perhaps 
mingled with the sense of unfairness—why should this happen 
tome? Hence the way we break the news of the diagnosis 
will do much to affect the patient’s reaction to it. In busy 
clinics there is insufficient time to do justice to the needs of 
the occasion, and an atmosphere of bustle and activity is not 
conducive to easing our difficulties. Sometimes, however, 
we are assisted by the premonitions of the patient. 

However, not all react with such concern. Perhaps one 
in four or five finds it easier to accept the event with calm 
resignation, or with a quiet determination to overcome his 
troubles. The free and easy type of individual may dismiss 
any apprehensions, or indeed, fail to experience any, taking 
the diagnosis almost as a matter of course. So much depends 
on the temperaments we are born with, as well as the modi- 
fications of personality which nature and education have 
produced. It may appear paradoxical that to many patients 
the diagnosis comes almost as a relief. Many of those who 
have symptoms of ill-health have been feeling at a loss for 
some time. It is true that the symptoms have often been 
attributed tosome other cause: overworking, too much dancing, 
‘not got over my cold ’, ‘ smoking too much ’, are some of the 





*A bstract of a lecture given at a refresher course at the Royal College 
of Nursing for tuberculosis visitors and district nurses engaged in 
nursing tuberculous patients. 
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The Personal: Adjustment to Long-Term Illness’ 


by F. A. H. SIMMONDS, M.A., M.D., D.P.H. 


explanations offered. But as time passes these explanations 
leave an unsatisfied doubt. To some persons, therefore, the 
actual knowledge of the diagnosis brings a sense of easement; 
after all, if one knows the enemy, one knows what one has to 
fight. Moreover with a definite illness we all feel that we 
have a right to be treated, to take things easy, and to give up 
the struggle to maintain ourselves and appearances, which 
seemed so necessary when only vague symptoms were 
experienced. 


Personality Reactions 


The personality reactions which may occur at the time of 
diagnosis may be found, with appropriate modifications, 
while the patient is under treatment or having care and 
supervision. Tuberculous patients are sometimes said to be 
self-centred, easily irritable and over-ready to accept all sorts 
of suggestions. So they often are, though this is not a 
feature peculiar to tuberculosis, for other chronic illness may 
cause the same effects. 

The understanding of a patient’s reaction during the 
course of the illness may be even more difficult than at the 
time of diagnosis. The extent of physical disability and the 
severity of toxaemic symptoms vary widely. Treatment 
may produce amelioration or be unavailing. The patient 
may be in bed at home in comfortable circumstances or lying 
alone in a garret. If admitted to hospital or sanatorium, he 
may experience favourable conditions, responding well to 
treatment and enjoying the companionship of others, or he 
may feel imprisoned, lonely and lost to the world, slowly 
slipping down the slope of chronic ill-health to a fatal end, 
During the long course of the disease a patient’s reactions and 
personality may change, and we must be aware of this. Even 
quite early, the response to treatment may make the patient 
fee] so much better that with it, considerable change in mental 
attitude occurs. The man who was sour and irritable may 
become happy, optimistic and helpful to others after a few 
grammes of streptomycin. One woman told me how the 
next day after her pneumonectomy, at which a grossly 
destroyed lung was removed, she felt so much better, so much 
happier and less oppressed. 

Perhaps it may help therefore at this stage to consider 
some of the broad groupings into which human personalities 
can be placed, even though we realize that it is far from easy 
to confine so complex a thing as personality to a group. 
Wittkower, however, made a prolonged and careful study of 
this question in about 300 patients. He tried to assess the 
personality of these patients before they became ill with 
tuberculosis, and despite the bewildering variety at first 
apparent, felt that he could classify them broadly into five 
groups. These he called: 1. Overtly insecure types (a, over- 
dependent; b, leaning; cc, asserters of independence) ; 
2. Rebellious types; 3. Self drivers (and 3a, self drivers in 
reverse); 4. Conflict harassed types; 5. Unclassifiables. 

Persons of overtly insecure types of personality are of 
three kinds—broadly: 1. those who still want to be babies, 
2. those who need some constant moral support, and 3. those 
who are capable of standing on their own feet and indeed 
assert their independence, but are really unduly sensitive to 
rebuff or slight. The baby type are often ‘only’ children, 
having been unduly pampered, though frequently also they 
have had some serious or obscure illness in childhood. Spoilt 
and self-pitying, they seem incapable of trying to grow up. 
The ‘ leaners’ usually come from poorer families. Clinging 
and constantly needing protection and support, they are of 
little use in emergency and are uneasy in society. At the 
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same time they cannot tolerate being alone. In the assertive 

up, one often finds some insecurity in the home back- 
ground ; but these patients do at least make some attempt to 
be useful. Often they do valuable work, though usually in 
rather subordinate positions, and do not seem anxious to get 
above that level. They may put on an air of independence, 
but in truth are still unduly sensitive. 

The rebellious type are more easily recognized. In 
childhood, they have usually had domineering or severe 
parents, with unduly rigid moral codes, like the woman in a 
television programme recently whose stepfather made her 
come in at 9 p.m. if she were out at a dance (she subsequently 
had an illegitimate child). Hence tuberculosis is a particularly 
severe hardship to them, for they tend to regard authority as 
despotism; they know better than to follow medical advice 
and want to break sanatorium rules as often as possible. 

Self-drivers, again, are also identified more easily. They 
work hard, with a strong sense of duty and still come back for 
more work. They want to do things well, or over-well, and 
spend an undue time at work, trying to ensure perfection. 
They tackle too much, even though sometimes feeling rebel- 
lious about the job. Though ambitious, they rarely achieve 
real prominence and really rather like a back seat, for their 
overdrive is a compensation for a feeling of inferiority. 

Persons in the group of the conflict-harassed are more 
diverse and less obvious as they keep more of a facade; they 
may appear socially sound, well-behaved, affectionate and 
kind, but the facade can be relatively easily broken and we 
discover them to be disturbed by aggressive thoughts, sexual 
phantasies, or impulses difficult to control. 

Then of course there is a mixed group of some other types 
including mental defectives, psychopathic personalities or 
sufferers from psychoticillness. Most of uscan hardly expect to 
pigeon-hole so neatly all the patients we see; certainly it can- 
not be done in a brief interview. Training, time and patience 
are required to obtain a reasonable degree of insight into the 
character and personality of the patient. 

We may note also that the social or economic circum- 
stances of our patient may have been a factor in the break- 
down or relapse. One can think of the’ man running two 
domestic establishments; the young man unduly dependent 
on his mother; the wife who has a worthless husband; or the 
delicate but charming young lady who can exist only in the 
atmosphere of adoration and fuss, for real life is too hard 
(what Dr. George Day calls the ‘Dornford-Yates syndrome’). 
Therefore, difficulties with the ‘ life-situation’’ may have to 
be faced, and be remedied or accepted. 

So far we have discussed the reaction of the patient to 
his disease, both at the time of diagnosis and during the illness, 
and also the background of personality against which these 
reactions are to be seen, and which at the same time is an 
essential part of the whole picture. The personal adjustment 
of the patient will be assisted very much by the attitude and 
advice of the doctors, nurses, welfare workers and others who 
have to deal with him, and if they have some understanding of 
his problems and his modes of response, so much the better. 


Telling the Patient 


At the time of diagnosis, we must tell the patient thé 
truth. But we do not feed a baby with a steak; or make a 
miner live only on bread and milk. What we say must, 
therefore, be adapted to the intelligence and capacity of the 
patient inourcare. Our terminology and the amount we have 
to say are determined by these. Sometimes, indeed often, 
We shall retain some of the information until the patient has 
digested what has been offered. It is true that a thousand 
questions arise from his fears, but it is not necessary to 
answer them all at once. But false statements like ‘a few 
weeks and you'll be all right’ only lead to loss of faith in the 
aiswers to other questions. Gradually we have to lead a 
patient to make a sound estimate of his position. From 
this follows an acceptance of a plan for dealing with the sit- 
uation; and it is only right that there should be a good reason 
behind the advice for each action to be taken. We want the 
Patient to understand his. own make-up and his responses to 

ls disease and his environment. We want his full co- 
Operation in treatment, arising from an intelligent under- 
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standing, within his limitations, of the nature of the disease 
and of its remedies. Nothing helps this more than being able 
to outline a policy of treatment. 

At the beginning rational anxieties should have their 
outlet: If we see our patients developing attitudes of ‘ de- 
fiance, ultra-cheerfulness, resentment or apathy ’ we should 
recognize these as possible reactions to depression and anxiety. 
We need not try to stifle a ‘good cry’ and we can encourage 
patients to ventilate their fears—they will then the more 
easily face the realities of their situation and meet them witha 
balanced attitude, equally (to quote Wittkower again) 
‘remote from the fool’s paradise of the patient who under- 
rates the seriousness of his illness as from the inferno of his 
depressive counterpart who overrates it.’ 


Period of Retreat 


The recognition of the patient’s mental attitude and 
make-up may, therefore, make a real contribution to treat- 
ment by assisting the readjustment to new circumstances, 
and the avoidance of courses of action or thought likely to be 
deleterious to progress. Certain other practical steps assist 
that adjustment. When we are ill, we all feel the need for a 
time to lie back and let others do the bothering for us. A 
period of bed rest in the early stages of the treatment of 
tuberculosis is of value in giving time for such mental repose, 
as well as having physical value in ‘ resting the lung ’. 

In discussing the treatment of peptic ulcer, Sir Heneage 
Ogilvie said: ‘‘ It is remarkable how bed relieves the mind 
even more than the body. We creep between the sheets, all 
our worries disappear. The office goes on—let someone else 
look after it. The shopping must be done—let it be done by 
others. Let the bell buzz, the telephone ring and the caller 
hammer on the door—we could not care less. We are 
monarchs of a kingdom bounded by four walls, and the rest of 
the world are our subjects.’’ This period of retreat has 
immense value in the earlier stages’ of treatment, though, of 
course, it must be modified later. One sometimes wonders 
whether most people would not gain by an occasional day or 
so of such repose and time for meditation in this world where 
it takes so much running to keep in the same place. In 
tuberculosis, however, the physical condition demands it, 
and such rest can be used wisely for mental readjustment. 

Now such rest can be taken at home in some households, 
perhaps by calling in other help. Mother may be qble to 
come to stay, or to look in daily. The district nurse can help 
with blanket baths, dressings and the administration of 
medicines, but she is usually too busy to give much time to 
the tuberculous. The tuberculosis visitor or health visitor 
can also be of great personal help at this stage, though she is 
not expected to buy and cook the patient’s dinner. Home 
helps can assist with the domestic work. All these aids are 
immensely valuable, but often it is difficult to get all the 
assistance required. Domiciliary treatment is an essential 
part of our attack on tuberculosis today, but most people 
recognize it as a second best, particularly for certain groups of 
patients—such as mothers of young families, or restless 
young adults. The chief difficulty from the psychological 
aspect is that the patient is still in the environment in which © 
he broke down. One of the features of his maladjustment 
may well have been a recognized or unrecognized conflict 
with other members of the family. Then there is the sense of 
isolation which such treatment brings. ‘ Other people can go 
off to work, or to have fun, but I am left alone up here ’, says 
the patient. Sometimes too many visitors appear, and those 
that do may say the wrong thing, or exhibit a fear of infection 
which increases the sense of exclusion from society. In the 
household in poor economic circumstances, in a slum district 
or surrounded by brick walls, the ‘ working class’ patient 
experiences solitude, boredom and unadulterated misery if 
confined to his bed for months. So domiciliary treatment 
may provide a highly satisfactory environment, or range down- 
wards to the most unsuitable, proving then a hindrance to 
recovery and readjustment. 

Hence most of us would advise that the patient be admit- 
ted for treatment as early as possible. At this stage what 


the patient needs is a line of retreat—that is, a period in 
which he can settle down to rest and to re-orientation. 
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Bed rest unders anatorium conditions is the best way of 
providing this. Despite a common feeling of urgency about 
‘getting something done’, there is usually no hurry about 
beginning an active line of treatment, and few patients with 
tuberculosis need immediate action of this kind. But the 
earlier we can remove the patiert from his environmental 
difficulties and provide the opportunity for that period of 
release from worry and relaxation of mind and body, so much 
the better. He then has time to look around, to realize that 
he is not the only sufferer, that perhaps others are worse than 
he, and that most of those he sees about him are making 
progress toward recovery. If during this time he can be 
given a better insight into his own mental make-up by talks 
with the doctor or a helpful sister, he will be assisted towards 
recovery. 

I do not want to convey the impression that sanatorium 
life immediately resolves all the patient’s psychological dif- 
ficulties. The isolation from the healthy community, the 
presence of others who are ill, the need for obedience to some 
regulations, and the institutional food may all be oppressive. 
As with domiciliary treatment there are all kinds of sanatoria 
and all kinds of patients. Adequate explanations should be 
given to the patient before admission, and soon after admis- 
sion; an institution which is well run without autocracy and 
has high morale provides the best environment. 

But talking and reading about such psychological matters 
is not enough, or may be too much! We can also help our 
patients in practical ways, and so unconsciously assist a 
readjustment. The early rest period mentioned above gen- 
erally needs to be reasonably thorough. For a short period, 
reading and the radio provide enough interest. At this stage 
the sanatorium librarians can be of the utmost assistance not 
only in providing reading matter, but in guiding and en- 
couraging literary interests. Most of our patients have had 
little inclination for reading since leaving school and are ‘ out 
of the habit’. Many can be persuaded and coaxed along 
from the feeble love story or from a diet of Westerns to more 
solid nourishment. Sooner or later however, some more 
active employment is wanted and so we come to recognize 
the usefulness of occupational therapy. Most of us would 
employ ourselves in some way if we had to stick to bed for a 
time—women especially soon turn to knitting or needlework, 
but the occupations of men are usually less adapted to this 
period of bed rest. Occupational therapy is therefore specially 
useful to men in providing materials for such diversions as 
basketry and small model making, and even needlework and 
felt toys are taken up with interest. Depending in some 
degree upon the previous education and the intelligence of 
the patient, the arts of painting, drawing and music have a 
place. Once the patient begins to feel a satisfaction in 
creating something a considerable degree of progress has been 
achieved. 

Active measures of treatment may involve surgical 
operations which are threats to the personality, and may leave 
deforming scars. These measures are more easily accepted 
after the period of education and adaptation in a sanatorium 
where their place in the scheme of things can be realized, and 
their degree of success estimated. 


Return to Normal Activity 


After the long period of time devoted to self-preservation, 
involving treatment at home or away, the patient has often 
developed habits of thought and action which are too self- 
centred, involving excessive concentration on the care of the 
individual and a tendency to forget the larger world without. 
Having brought the disease under control, we then have to 
turn again the patient’s attention to readaptation to his usual 
environment, perhaps modified to suit changes in his physical 
circumstances. The social activities of the sanatorium make 
a beginning and the activities undertaken by the patient 
during the latter part of his stay should be designed to this 
end. Week-end leave or a day’s visit to the nearest town 
give an opportunity for getting used to walking in a crowded 
street, and riding in buses. To the more timorous, these are 
major events after nine to twelve months ‘ inside ’, and even 
the better adapted need opportunity to make such readjust- 
ments. The occupation or handicrafts undertaken at this 
stage should be much more like those of normal occupations; 
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bench work for the skilled man, study for the student or 
sedentary worker and domestic duties for the housewife, Ip 
encouraging the patient at this stage we need again to re. 
member his type of personality. The leaners want all the 
encouragement and stimulative sympathy we can give; the 
rebellious need a wise restraint; the self drivers and over- 
conscientious will not need pressing but must understand the 
value of a balanced approach in their new venture; and those 
persons in the feeble-minded or low intelligence group must 
not be asked to go beyond their powers. 

There is little time to discuss the working capacity of 
the patient with chronic tuberculous illness, or of those who 
have apparently recovered and have arrested lesions. Sputum- 
positive patients, even when physically able, are difficult to 
employ for social and infective reasons, but’ some can be 
settled in suitable work, or in a tuberculosis colony, in each 
case taking adequate precautions for others. For most 
patients, a return to the work they know is best, if it be pos- 
sible. Others may have to cut their coat according to their 
cloth, and to limit previous activities. In any case, unduly 
long hours, (including travel to work), overtime, and pressure 
and stress must be avoided. 

‘ To cease to rebel and struggle, and to learn to be content 
with part of a loaf when one cannot have a whole loaf, 
though a hard lesson to learn, is good philosophy for the 
tuberculous invalid, and to his astonishment he often finds 
that what he considers a half loaf, when acquiesced in, 
proves most satisfactory.’ (E. L. Trudeau, 1916.) 


The Normal Attitude 


In making adjustment to chronic illness and in particular 
to tuberculosis, the patient will be assisted by insight into 
his mental make-up and his reactions. No person can easily 
be docketed neatly under the label of a particular type, but 
the broad groupings mentioned are helpful in describing and 
understanding the personalities of many of those with tuber- 
culosis. The aim of the patient and those who care for him 
should be to enable him, despite the handicap under which he 
suffers, to make such adjustments as to help him to a healthy 
state of mind. Some words written about the reaction to 
ageing may be helpful here. ‘ With increasing age [or 
tuberculosis] the individual is liable to be stripped of his 
bodily pleasures and at least threatened in his social security. 
He is left only with the means of adaptation which he has 
developed towards his own mental security. It may be 
worth while examining the attributes which are most likely 
to lead to safety, if not to victory. We are unwilling to use 
the word ‘ normal’ in relation to personality, but we prefer 
to speak of ‘ a mature adaptation ’ to life.’ 

‘The following traits seem most likely to bring a successful 
adaptation to the trials of ageing. Perhaps, however, they 
may seem to resemble the virtues of Aristotle more than the 
attributes of a normal man! The desirable traits are: 
stability by resilience rather than rigidity; self-respect with- 
out conceit; principles without dogma; purposiveness with- 
out obstinacy; seeking success without brilliance; using 
one’s strength, while recognizing one’s weaknesses; respecting 
one’s neighbour; regulating and diverting instincts without 
smothering them ’. 

Allport defines the mature personality as having the 
following traits: 1. an extended and creative outlook; 
2. insight into his own motives and abilities, with a sense of 
humour; 3. a unifying philosophy of life. Even a modicum 
of these qualities may help to stabilize the individual attacked 
by the tubercle bacilius. aes 

With successful adaptation to his illness our patient Is 
assisted to recovery, which means the control of his tuber- 
culous lesion and a return to the activities of normal life. 
He may the nearer approach the mature personality who does 
not have to think out every step or every decision—they 
should ‘come naturally to him’. In fact, we should all 
avoid the error of the centipede in the fable: 

‘ The centipede was happy quite 
Until a toad in fun , 
Cried, ‘ Pray, which leg goes after which? 
This wrought his mind to such a pitch 
He tumbled headlong in a ditch 
Forgetting how to run.’ 











she wi 
a 
largel; 
merge 
menta 
count 
number 
home, 
psychi 
WM 
been € 
people 
culosis 
is littl 
baby. 
illness 
predis} 
state c 
the pa 
Ir 
gate Cc 
the fac 
cause 
traced, 
respon 
Simila: 
a distu 
and lee 
comple 
N 
preven 
child ri 
be stre 
depenc 
happy 
and he 
TI 
to the 
anxiet} 
during 
suicide 
suffere 


surrour 
masks. 
chance 
it in th 
returns 
Sets an 
tions as 
her wit 
because 
long! It 


* Abst 
arranged 
Nursing 

















Nursing Times, March 7, 1953 





The Health Visitor and Mental Health’ 





by Dr. T. P. REES, O.B.E., Medical Superintendent and Consultant Psychiatrist, 
Warlingham Park Hospital; Medical Director and Consultant Psychiatrist, Croydon 
Child Guidance Clinic. 


HE health visitor has had her triumphs in dealing 

with physical diseases such as diphtheria; indeed, 

some infectious diseases hospitals have closed for lack 

of patients, and if she is seeking new worlds to conquer 
she will find plenty of scope in the field of mental health. 

The extent of mental illness within the community is 
largely unrealized; like an iceberg the greater part is sub- 
merged. Obvious mental illness is seen in the patients in 
mental hospitals—and nearly half the hospital beds in the 
country are in mental institutions. Nevertheless, the greater 
number of the mentally sick are not in mental hospitals but at 
home, in the office or in the factory; not under the care of 
psychiatrists and often not being dealt with at all. 

What are the causes of mental illness? Heredity has 
been exaggerated as a cause. For example, certain types of 
people with certain physiques may be susceptible to tuber- 
culosis, but if a baby is taken from its tuberculous mother it 
is little more likely to suffer from the disease than any other 
baby. Tuberculosis is infectious and in the same way mental 
illness can be said to be infectious. There may be an inborn 
predisposition to mental illness, but more important is the 
state of mental health of the adults (usually, but not always, 
the parents) responsible for the upbringing of the child. 

In the past the health visitor has been sent out to investi- 
gate cases of typhoid; in the future she may be sent out to 
the factory to investigate the causes of anxiety, to seek the 
cause of an outbreak of anxiety reactions which may be 
traced, for example, to a neurotic manager, unable to assume 
responsibility owing to his own instability and mental illness. 
Similarly, in the hospital, a mentally ill administrator creates 
a disturbed and unhappy atmosphere, the staff become upset 
and leave, and so it goes on until the nervous breakdown is 
complete or disciplinary action is taken. 

Nurture is of greater importance than nature in the 
prevention of mental ill health, and in this respect the mother- 
child relationship is the most important factor. This cannot 
be stressed too much. Before birth, the child is completely 
dependent on the mother, and if the mother is reasonably 
happy it should lead to a good relationship between the child 
and herself. 

There is, at the present time, some discussion as 
to the effect on the infant if the mother suffers some great 
anxiety—such as the loss of her husband or a close relative— 
during her pregnancy. There are grounds for believing that 
suicide in later life is more likely if the individual’s mother had 
suffered a serious emotional disturbance during her pregnancy. 


A Hospital Confinement 


The first shock to the child is the shock of birth, when 
the baby must first breathe for itself. In a hospital confine- 
ment today the mother is often unconscious as the child is 
born; she will be clad in aseptic clothes in a labour ward 
surrounded by nurses and doctors in aseptic gowns and 
masks. The child is whisked away and the mother given no 
chance of seeing it, while the father may be allowed a peep at 
it in the nursery through a glass window. Later the nurse 
returns with the baby, masks the mother, sterilizes her breasts, 
sets an alarm clock beside her and, with some such instruc- 
tions as, ‘ Five minutes right and three minutes left’, leaves 
her with her baby. Then the child is whisked away again 
because the doctors say that it is bad for it to be nursed too 
long! It is not surprising that the mother and baby often return 


*Abstvact of an address given at the Conference at High Leigh 
arvanged by the Public Health Section of the Royal College of 
Nursing. 


home from hospital almost complete strangers to one another. 

At birth the baby is completely dependent; by 18 years 
of age there should be independence; growing up should be a 
gradual process towards this. It is important that such 
development should proceed smoothly, without any sudden 
jerks or struggles between mother and child 

The new-born baby needs a great deal of contact with 
the mother—it gets little since the introduction of the peram- 
bulator. The mother is told today to put the baby in his 
pram and take no notice if he cries. B2fore prams were 
invented the baby was carried about in a shawl. This, for 
the baby was very much pleasanter; he would be carried by 
the mother until he could walk, by which time another baby 
would be on the way. Experiments carried out in Germany 
before the war on children brought up in a home demonstrated 
the beneficial effect of handling them before they were fed. 
All the children were given the same food, but the control 
group had no handling before feeding. Those who were thus 
handled made much better progress. 


Natural Milestones 


The baby’s first pleasure is in sucking, and it is justly 
entitled to suck. Its first struggle with authority often 
arises when it discovers the pleasure of sucking its thumb 
and the mother tries to stop this by punishments. The best 
remedy is to take a little longer over the feeding and, in 
artificial feeding, to use a teat with a smaller hole. 

The next milestone is weaning. This, too, should be a 
gradual and natural process. The child must be encouraged 
to help himself, and if the weaning process is not started too 
soon he will take pride in his accomplishment and will soon 
develop independence. 

Toilet training is a frequent cause of struggles between 
mother and child. A frequent complaint is that a child who 
was trained at the age of 20 months, has at two years old 
become dirty again. Punishments are useless. Paysiologi- 
cally, the nerve fibres which control the emptying of the 
bladder and rectum are not fully developed until approx- 
imately the age at which the infant learns to walk. Up till 
then the action is purely reflex and rhythmical so that the 
observant mother can become skilled in “potting” the child 
at the right intervals. When voluntary control is developed 
the child discovers his new power and uses it, causing much 
unhappiness. Psychiatrists now believe there should be little 
toilet training until the child is learning to walk. Given too 
early it is exceedingly harmful as it disturbs the relationship 
between mother and child and it is most important that 
there should be a perfect relationship with the mother, as 
if this first relationship is not good the child will find it 
extremely difficult to form good relationships in later life. 

We have solved the first problem of human relationships 
when there is a good relationship between mother and child. 
This creates confidence both in other people and in ourselves 
—if always criticised, or asked to do the impossible, it is 
difficult to develop self-confidence or to learn to trust other 
people. Praise helps children to develop th2ir on interests 
and natural endowments; while criticism and sarcasm lead 
to frustration and later neurosis. Neurd3is due to mis- 
management in childhood takes a long time to treat—it is 
much more satisfactory to prevent it. 

At first the child is completely dependent on the mother 
but later the presence of the father is realised as a strong and 
stern figure monopolizing the mother’s time. Nightmares in 
children are often connected with death wishes—in boys, 
against the father—in girls, against the mother. The solution 
of this Oedipus complex is for the boy, for example, to decide 
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that the father is acceptable, kind, and a man he would like 
to copy. Further stages of development are the gangster 
and aggressive stages, then the interest in girls—both are the 
natural emotional development of the boy. Many mothers 
try to keep their sons dependent on them for too long, knowing 
that if they develop normally they will eventually prefer 
some other woman to their mother. This is painful to the 
mother and she may try to keep the son dependent. The 
development of the girl is slightly different. After active 
dependence on the mother the little girl becomes aware of her 
father and the mother’s rival attraction for him. She may 
emulate boys in the tomboy stage but this should be short- 
lived, and the sensible girl finds that feminine charm, such as 
her mother has, is more effective. If she tries to compete 
with mother by being like the father she will find difficulty in 
her relationships with men in later life. 

Many parents have a sense of guilt in connection with 
sex. Most children discover at some time that they derive 
pleasure from touching their genitals. If the parents notice 
this, and particularly if they suffer from a sense of guilt 
themselves, they will create a sense of guilt in the child which 
may cause mental illness, though the action itself does not. 
Nurses should take a greater interest in instructing the public 
in sex matters; at present this is largely in the hands of 
amateurs. 

Later on the causes of mental illness may be found in 
problems of work. Whereas 100 years ago most people were 
craftsmen, few people today can point to a thing and say, ‘ I 
made that’. At best they are only contributing some minor 
part to it, like a nutorabolt. Indeed, the greater part of the 
industrial population is engaged in repetitive work; some in 
work beyond their ability, others in tasks beneath their 
capacity. At work, too, another important aspect of mental 
health is the relationship of the worker with those in authority 
over him and those working with him, and it is often found 
that this depends very largely on the relationship he had with 
his parents as a child, and also on his present relationship 
with those he lives with. 


The Major Role 


What is the role of the public health nurse in this matter 
of mental ill-health ? The nurse, and also the doctor (more 
than any social worker) are entrusted with their patient’s 
confidences, because they are in close touch with the funda- 
mentals of life and death. Patients will tell the doctor or 
nurse things they would not tell anyoneelse. The nurse’s role, 
therefore, should be therapeutic, not only from the physical 
but also from the mental aspect. She should, indeed she 
must, find time to listen to her patients’ personal difficulties. 
It is her duty todoso. Listening is psychiatric first aid—far 
too many people bottle up their feelings—and even better than 
just listening is counselling. This is not giving advice but 
repeating what the patient has just told you; repeating, not 
accepting or pretending to accept, what she has said, but 
reflecting it back. With more of such psychiatric first aid, 
fewer cases would need the psychiatrist, though in the more 
serious cases the nurse should be responsible for seeing that 
psychiatric treatment is made available to the patient. 

The nurse should also play her part in the after care 
of the patient discharged from the mental hospital. But the 
health visitor’s primary role should remain preventive. 
Unfortunately we do not know as much about prevention of 
mental illness as we do about physical illness, although we 
can claim to know more than our predecessors did about the 
prevention of infectious diseases a hundred years ago. Mass 
campaigns cannot help; the work of preventing mental illness 
must be on a personal basis. Fortunately the public health 
nurse is in touch with people at times when they are most re- 
ceptive to new ideas, for example, during a first pregnancy, on 
returning home from hospital with the new baby, or when 
convalescing after hospital treatment; thus she has golden 
opportunities for playing a major role in the prevention of 
mental illness, and perhaps there will, in time, be superfluous 
and derelict mental hospitals as there are now unnecessary 
fever hospitals, owing to her work. Not only can she help in 
reducing the number of patients needing mental hospital 
treatment, but she can also make a contribution to the re- 
duction of human unhappiness in this world. 
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Rank 


CARDIOSCOPY.— by William Evans, M.D., D.Se., 
F.R.C.P. (Butterworth and Co. (Publishers) Limited, Bell 
Yard, Temple Bar, London, W.C.2, 40s.). 

This volume is dedicated to Sir John Parkinson, the 
distinguished cardiologist who has done so much to stress 
the importance of cardioscopy in this country. 

Cardioscopy is the science of the radiology of the heart 
as studied by the X-ray screen aided by X-ray photographs, 
This has added greatly to our knowledge of heart disease 
and is an essential part of accurate diagnosis in difficult 
cases. 

The book is beautifully produced and contains more 
than 200 X-ray photographs and diagrams, each of which is 
clearly explained. It is intended primarily for those working 
in cardiology and for those who are called upon to interpret 
radiograms of the chest and, as such, will be of great value 
to physicians and radiologists. The subject, however, is 
clearly outside the scope of the nurse or her tutors and, 
excellent though it is in every way, the book is unlikely to 
be required by them unless they are attached to a cardio- 
logical department. In these circumstances it might well 
be on the library shelf and at times might be of much interest 
when studying a particular case. 





W. G. S., M.D., M.R.C.P. 


PERSONAL AND COMMUNITY HEALTH (ninth edition). 
—by C. E. Turner, A.M., Ed. M., D.Sc., Dr. P. H. (Henry 
Kimpton, 25, Bloomsbury Way, London, W.C.1., 32s.). 

This book follows the modern method of teaching public 
health through personal hygiene. It is a volume of 650 pages 
and is divided into two parts, considerably over half being 
allotted to personal health and the rest to community health. 
It is written by a professor of public health who has spent 
many years in teaching health to college students as well 
as to students studying medicine and nursing, in the United 
States of America. 

The aim of this book is to fit students to meet their 
responsibilities for their own health, in the home, the 
community and in whatever branch of work they take up. 
It presents, in a simple manner, the essential knowledge of 
both personal and community health, with enough anatomy 
and physiology and other underlying sciences to clarify 
and support the health teaching. Illustrations are introduced 
throughout. Those in the first part would be helpful to 
students in any country. The illustrations and statistics 
in the second part are naturally from the United States and 
limit the usefulness of the. book in this country. The 
appendix of 100 pages gives material quoted verbatim from 
the American Public Health Association official reports on 
communicable diseases. Some diseases are omitted because 
of absence or rarity in the United States or because of their 
unimportance from the standpoint of college students. 

This book was first published in 1925 and it is the ninth 
edition which has just appeared, so it is obviously in much 
demand. It is a pity from the point of view of students in 
this country that Part II is so applied to the States, as Part I, 
in its simple method of presentation, would be invaluable. 

M. McE., S.R.N., S.C.M., Health Visitor Cert., 
Diploma in Nursing, University of London. 


Books Received 


Psychiatric Nursing: Syllabus and Workbook for Student 
Nurses.—by Lenore Kimbal, B.S., R.N. (Henry Kimpton 
Lid., 28s.). 

List of Special Schools, Boarding Homes for Handicapped 
Pupils, and Institutions for Further Education and Training 
of Disabled Persons in England and Wales. (Her Majesty's 
Stationery Office, 2s.). 

Aids to Materia Medica for Nurses (fourth edition) by 
Amy E. A. Squibbs, S.R.N., Diploma in Nursing, University 
of London, with foreword by I. Macpherson, M.D., F.R.C.P. 
(Bailliére, Tindall and Cox, 5s. 6d.) 
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The Work of Nurses in Hospital Wards 


ABSTRACT OF THE REPORT OF A JOB ANALYSIS UNDERTAKEN 


BY THE NUFFIELD PROVINCIAL HOSPITALS TRUST 


Chapter Ill. 


T has been shown in the previous chapter that the 

pattern of work in all wards is basically the same: there 

are differences, but they are differences of detail and 

not of principle. All but two of the wards were in the 
charge of a full-time ward sister on day duty. In addition 
to the ward sister, all but seven of the wards had at least 
one full-time State-registered nurse who could act as her 
deputy (called, in different hospitals, staff nurse, charge 
nurse, or junior sister). Only five wards 
had on the staff more than one trained 
nurse besides the sister, three of them 
being wards of over 30 beds in the same hospital. Of the 
seven wards without a State-registered staff nurse, one was 
a small one of only 10 beds. In these seven wards student 
nurses had to act as deputy to the ward sister. 

On night duty only two of the wards were in the charge 
of State-registered nurses, although overall supervision was 
exercised by one or other of the night sisters having charge 
of the whole hospital during the night. 

In most of the wards student nurses made up at least 
half of the full ward staff. The lowest proportion which 
they represented in any one ward was 48 per cent. of the 
total staff, and the highest was 78 per cent. One ward of 
28 beds had a regular complement of three student nurses, 
and another of the same size had six; five student nurses 
served 14 beds or 31 beds. 

On night duty the majority of the wards had two full- 
time student nurses irrespective of the size of the ward. 
One ward had three regular night nurses, and five had only 
one. In one of these wards the one nurse was sometimes 
aided by an orderly, but in the others a relief nurse was 
shared between two or more wards. 

In most of the wards the structure of the staff was 
uniform: State-registered nurses, student nurses, and 
domestic workers, including ward orderlies. There was a 
State-enrolled assistant nurse in only one of the acute wards 
studied. Nursing orderlies, mainly men with Service nursing 
experience, were employed at one hospital which was not a 
training school for male nurses. 

Considerable diversity was met with in the nomenclature 
of the various grades of domestic staff. The most usual 
titles given to the two grades are ‘ ward orderly’ and 
‘ward maid ’. 

In the wards used for this survey, there was an average 
of one State-registered nurse to every four student nurses, 
and the domestic workers constituted approximately one- 
fifth of the full ward staff. The number of the different 
types of staff available per 100 beds is as follows (to the 
nearest whole number): trained nurses (S.R.N.) 7, student 
nurses 31, other nursing staff 1, domestic staff 11, total 50. 

Ward observation was carried out on 12 male wards 
altogether and, of these, six included male nurses in their 
Staffs (and one further one, male nursing orderlies). 


Ward staffs 


THE WARD SISTER’S DUTIES 


The length of the ward sister’s working day has been 
shown to vary considerably according to circumstances but 
9 hours (excluding meals) seems to be 

Organizational and the average. The time spent on each 
nursing duties task will, therefore, be shown in relation 
toa 9-hour day. Organizational duties 

occupied nearly half the day. In 10 wards between 44 and 53 
hours were given up to ward organization, but in four the 


*Obtainable from the Nuffield Provincial Hospitals Trust, Nuffield 
Lodge, Regent's Park, London, N.W.1; price 6s. (6s. 6d. post free) . 
For previous sections see ‘ Nursing Times’, February 21 and 28. 





(continued) 


The Work of a Ward: Allocation of Duties at the Present Time 


time was only 3} hours. The time was made up (to the nearest 
5 minutes) as follows. 


Clerical work . 55 minutes 


Instructions to staff ... nad “a xh 50 re 
Written and oral reports... ee re 45 6 
Tuition to student nurses acs ‘ee ‘ae 5 Pa 
Out of ward on official business... ‘ 30 p 
Answering the telephone and making calls 15 re 
Rounds with administrative nursing staff . 10 FA 
Attention to staff from other departments 10 - 
Ordering and peneeein stores “ee “a 10 sy 
Charting : Gia ate aa 10 i 
Flowers, church : services Be ae oe 5 = 
Personal time . eis a oe aa 10 by 
‘Waiting time’ { APE sige et sii 10 es 


An average of 4} hours a day was spent in work classed 
as nursing—i.e. related to the direct care being given to 
the patients. In nine wards 44-5 hours was so spent and 
in seven the time was between 3 and 34 hours a day. 


(a) Basic nursing (approximately 2} sacri 


Personal contact with patients ane 40 minutes 
Preparing and serving patients’ food wea 35 ‘is 
Attention to patients’ relatives ae as 10 $i 
Admission of patients es nae ee 10 a 
Making beds ... 10 - 
Tidying beds, making patients comfortable 10 ‘s 
Moving screens 7 5 ge 
Other basic nursing ees 10 i 
(b) Technical nursing (approximately 2 2 hours) 
Attention to medical staff: consultants... 25 minutes 
Piste snaaas house officers 40 he 

Injections, medicines .. aa vr ree 5 re 
Dressings 3 és waa oa 5 a 
Pre- and post- operative care . 10 ‘ 
Performance of other technical procedures 15 pA 
Assistance given to medical staff with 

technical procedures Jae ae 5 “ 
Preparation and saiaatig of procedures — 15 oa 
Checking drugs 5 


The time which the ward sisters ‘spent on domestic 


Distribution among staff of the time spent on basic nursing. 


Student nurses 
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duties varied between 5 and 40 minutes a day, with an 
average of 20 mmutes. Nearly the whole 
of this difference is explained by whether 
or not they undertock the sorting and 
checking of clean ward linen fiom the laundry. 


Domestic duties 


THE STAFF NURSE’S DUTIES 

In relating the tasks to the staff nurse’s working days 
the 9-hour day will again be used. 

Whereas the ward sister spent nearly half her time on 
organizational duties, in the staff nurse’s case the time was 

reduced to just over one-third, or 
Organizational and approximately 3} hours a day. The 
nursing duties main time-consuming tasks wcre, how- 
ever, the same for both. The average 

time which a staff nurse spent on nursing duties was approxi- 
mately 54 hours a day. ‘The time spent in accompanying or 
assisting medical staff was only about one-third of that which 
the ward sisters spent; whereas basic nursing duties 
performed for patients amounted to considerably more. 

Staff nurses spent slightly less time on domestic 
duties than did the ward sisters, mainly because the clean 
linen was not usually sorted or checked 
by them. They did, perhaps, a little 
more general tidying, although rarely 
as a routine. The total time spent on domestic work of 
any kind was equivalent to 15 minutes a day. 


Domestic duties 


THE STUDENT NURSE’S DUTIES 

Any picture of the working day of a typical student 
nurse—even of a typical, first-, second-, or third-year 
nurse —is bound to possess a considerable degree of 
artificiality. Shortages of trained nursing staff or of 
domestic workers react upon the student nurses, who have 
to make gocd most of the deficiency in either case. In spite 
of this, however, an analysis of the way in which the working 
time of the 200 student nurses encountered in the wards 
of this survey has been spent, reveals some clear trends and 
provides a yardstick against which divergencies can be 
measured. 

As with ward sisters and staff nurses, a 9-hour day will 
be used for the purpose of defining the amount of time taken 
up by different tasks. There were, in fact, more variations 
in the organization of the working time of student nurses, 
including both straight shift and split-duty systems, with 
spans varying from 7 hours to 10 hours. 

Student nurses naturally spent less of their time on 
organizational duties than ward sisters or staff nurses, the 

time varying between 2} hours a day 
Organizational and for fourth-year nurses to 14 for first- 
nursing duties year nurses. Moreover, of the time which 

was recorded under this heading, a 
greater proportion was ‘waiting time’. This is solely 
because the present analysis includes the time recorded on 
night duty, when there were long periods of enforced 
inactivity. 

There is little difference between the different years of 
student nurse in the percentage of time spent on nursing 
duties. It varies from 68 to 75 per cent. of their working 
time. The difference between them will be found in the 
type of nursing done, a higher proportion of the third- 
and fourth-year students’ time being spent in technical 
nursing. 

(a) Basic nursing—equivalent to 3} hours a day for 
fourth-year nurses, 3} hours for third-year, 4} hours for 
second-year and 54 hours for first-year. 

(b) Technical nuysing—equivalent to 3 hours a day for 
fourth-year nurses, 2} for third-year, 2} for second-year, 
aind 14 for first-year. 

It is clear that, even in the working day of first-year 
nurses, domestic work does not loom unduly large. Fourth- 
year nurses spent the equivalent of about 
15 minutes a day on it, third-year 
nurses 20 minutes, second-year nurses 
SO minutes, and first-year nurses 35 minutes. This is, 


Domestic duties 


however, one of the instances where ward—or more probably 
hospita!—policy was by no means uniform: in some wards 
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student nurses did virtually no domestic work at all, while 
in extreme cases it averaged an hour a day for each individual. 

The voutine domestic work allotted to student nurses 
included the following: dusting bedsteads, window-sills, 
radiators, blinds, table-tops, lockers, chairs; polishing and 
tidying lockers, tables; sweeping the ward floor; cleaning 
washbasins or sinks in the ward; cleaning in the sluice room 
or bathroom (bath, bowls, sinks, shelves). 

Analysis showed that in nine of the wards student nurses 
did aii the dusting in the ward and in eight all the tidying 
and polishing of the patients’ lockers. The cleaning of any 
wash-basins and sinks in the ward was done by nurses in 
three hospitals and cleaning in the sluice room was a regular 
daily job for first-year nurses in the wards of four hospital, 

Apart from routine domestic duties there were other 
tidying jobs which student nurses were observed to perform, 
mainly during afternoon visiting times, when they had 
apparently nothing else to do. 


THE WARD ORDERLY’S DUTIES 


As with the other grades of staff treated in this chapter, 
the working-day of a ward orderly will be taken as one of 
9 hours. 

The amount of time that ward orderlies spent on organi- 
zational work depended upon whether or not they were used 
extensively in a particular hospital to 
run errands outside the ward. Where 
they were not, the time spent in relation 
to ward organization was as low as 
3 hour a day; where they were, it rose to between 2} 
and 3 hours a day. 

It is relevant to take nursing and domestic work 
together since it is in the ward orderly that the nursing 
and domestic aspects of ward work 
meet and the distinction between them 
becomes somewhat blurred. The average 
distribution of time shows that the ward 
orderlies’ work is 37 per cent. domestic and 47 per cent. 
nursing. In some instances, however, as much as 60 per 
cent. of their time was spent on domestic duties, while in 
others only 20 per cent. was so spent. It would appear that 
there are at least two schools of thought about the proper 
function of the ward orderly. 


Ward organiza- 
tional duties 


Nursing and 
domestic duties 


THE WARD MAID’S DUTIES 


As only full-time workers (some 40 of them) have been 
included in this analysis, it will be appropriate to use the 
9-hour day as the basis for calculation. In practice, the 
ward maids’ working hours varied between 6 and 10 per day. 
The equivalent of an hour a day was spent in nursing duties 
but, as with the ward orderly, these duties were mainly 
concerned with the patients’ food. 

In addition to the time spent on food, up to an hour a 
week was, in some wards, spent in personal contact with 
patients on the social level. As a group, ward maids spent 
less time in this type of contact with patients than any other 
grade of staff. Nearly 80 per cent. of the ward maid’s 
work came into the category of domestic duties. 


THE PATIENT’S SHARE 


The inclusion of the patient among those to whom 
specific shares of the work of a ward are allocated may seem 
surprising. Among the 26 wards studied there were six 
where it can fairly be said that the patients played no part 
in the actual work of the ward. Of these six, two were 
children’s wards, two orthopaedic (where almost all the 
patients were bedfast), one geriatric, and one genito-urinary. 
In addition, there were three other adult medical or surgical 
wards where very little was done by the patients. ; 

It is clear from the exceptions noted above that a main 
factor in determining the amount of work done by patients 
is the number of ambulant patients there are in any ward. 
It is certain that, in the hospital that had the lowest staff /bed 
ratio, the patients regularly did many jobs that were 
performed by staff elsewhere. 

The work undertaken by patients was of two kinds: m 
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the first place, patients performed regularly certain specific 
ward tasks (such as making tea); and in the second, they 
often undertook services for their fellow patients. 

(i) Food. It was usual to find patients helping with 
some part of the work concerned with the preparation and 

distribution of food in the ward. The 
Regular ward tasks early-morning tea and late-night drinks 

provided the main occasions for their 
help. Night drinks also were given out by patients in seven 
of the wards. Patients were found helping with the distribu- 
tion of trays before meals and with the collecting up of 
crockery afterwards in eight wards regularly and in others 
occasionally. It is worth mentioning that in two female 
medical wards—both of them containing a number of senile 
cases—it was usual to find ambulant patients feeding 
helpless ones at meal times. 

(ii) Domestic work. In three wards the patients under- 
took, on occasion, the sweeping of the ward floor. Two of 
these were male wards. In the female ward some dusting 
was done by patients and in two male wards patients made 
themselves responsible for keeping up the fires. 
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(iii) Toilet rounds, bedmaking, and other routine nursing. 
There were very few instances of any of this kind of work 
being left exclusively to patients. In two female wards the 
filling and distributing of hot-water bottles was generally 
left to patients. 

(iv) Stockmaking. In one hospital it was obviously the 
usual practice for patients to be given jobs like rolling 
bandages and cutting gauze and they did so in both male 
and female wards. Apart from this, however, stockmaking 
by patients was not general, though a little was done in five 
other wards. 

In two wards there was no regular filling of jugs or 
changing of patients’ drinking-water and it was left to 

ambulant patients to get it for them- 
Services to patients selves and for bedfast patients. There 

is a vast difference, not so much between 
wards where patients do no ward jobs and those where they 
do some, as between those where they do some and others 
where they do a great deal, and one cannot escape the 
conclusion that the latter is, to some extent, an indication 
of inadequate nursing. 


Chapter IV—The Work of a Ward: Problems of Organization 


F this report is to make any contribution towards the 

better understanding of what is involved in nursing in 

the wards of a hospital it is not enough merely to consider 

the finished product—the work that is done and by 
whom it is done. It would be deceptively easy to pass from 
this to the final stage of criticism and replanning, but without 
some appreciation of the problems which lie behind the 
present method of organization and may, indeed, have 
determined it, it is unlikely that future attempts at reorganiza- 
tion will succeed any better than past ones havedone. This 
is, therefore, the standpoint from which the material collected 
will be examined in the present chapter. 

The division of functions between different grades and 
types of staff will be treated under three headings : 

(a) The division of functions between nurses and doctors 
in the wards. 

(b) The division of functions between nurses and domestic 
staff in the wards. 

(c) The division of functions between the ward staff and 
those serving the hospital as a whole. 

A list was given in Chapter II of the technical procedures 
performed for patients in the wards covered by the survey, 
classified according to the part which 
the nurse played in them. Those in 
groups (i) and (ii) were, in all cases, left 
to nurses; those in group (iv) were 
always undertaken by doctors or auxi- 
liary medical staff with the assistance of nurses as required ; 
in groups (iii) and (v), however, there appeared to be 
considerable variation in the practices of different wards 
or hospitals. A few instances of the lack of a generally 
accepted distinction between doctors’ and nurses’ functions 
are discussed below. 

It was in connection with the taking of blood and the 
testing of urine specimens that the lack of a common policy 
was most evident. Nursing time devoted to these two 
functions over 22 wards (22 weeks) amounted to 69 hours. 
In 16 of these wards the nursing staff did not take any blood 
specimens. In the remaining eight wards nursing staff were 
observed to take specimens in addition to medical and 
technical staff, and at least some of these are known to have 
been intravenous specimens. Specimens taken by laboratory 
technicians entailed the least expenditure of time by ward 
staff, because the technicians invariably prepared and cleared 
their own trays. 

Some urine-testing was done by nurses in all wards 
except those of one hospital (a medical teaching school) 
where it was a function of the house doctors. Some idea of 
the variation in time between wards induced by these and 
other considerations (such as the type of ward and: the 
diagnoses of the patients) is shown by the fact that the 


What is a nurse’s 
job and what is 
a doctor’s ? 


lowest figure of nursing time spent on this per bed per week 
was 0.6 minutes, the highest 24.3 minutes, with an average 
of 5 minutes per bed per week over all the wards. 

The dividing line between what is nursing and what is 
domestic is by no means easy to draw. Washing-up is, for 
instance, a domestic duty according to 
the classification used in this survey. 
But what of collecting up the used 
crockery after a meal in the ward, or 
sluicing and disinfecting other ward equipment? ‘These 
have been taken to be nursing duties, but a case could be 
made out for treating them as domestic. 

The different interpretations put upon the function of 
the ward orderly are evidence of varying opinions about 
where the line should be drawn. On the one hand there are 
those orderlies who are almost wholly domestic (five were 
encountered). At the other extreme there are those who are 
entrusted with a considerable number of nursing duties 
and very few domestic ones (one was encountered). In 
between—the majority—are half and half. 

The principle laid down for the allocation of work to 
ward orderlies in one hospital was as follows: 

‘As it may be dangerous for an untrained person to attend 
to a patient, it is a rule that the ward helpers should not carry 
out any nursing attention whatever without the authority of the 
sister in charge of the ward or her deputy. 

‘When she has become a reliable and experienced member 
of the ward team she may be allowed, at the discretion of the ward 
sister, to carry out selected nursing duties, though she will not 
attend to seriously ill patients. 

‘It is not intended: that the ward helper should replace the 
domestic staff in any way... .’ 

In accordance with this principle the filling of hot- 
water bottles and placing them in a bed—‘ whether empty or 
occupied ’—was one of the tasks which ward orderlizs must 
not do, and even ‘dusting, polishing, and tidying of patients’ 
lockers and occupied beds during the day’ must be done 
only under direct supervision and ‘in capacity of assisting 
nursing staff’. In another hospital, however, filling hot- 
water bottles and giving them out was a ward orderly’s. 
duty, while there were six wards where orderlies alone carried 
out locker-tidying rounds. 

The main ‘ borderline’ duties between nurses and ward 
orderlies seem to be the following (the figure in brackets 
refers to the number of wards in which ward orderlies took 
part in the work) : 


Nursing and 
domestic work 





Bed-making and tidying (2 adult, 1 children’s). 
Tidying patients’ lockers (10). 

Feeding patients (1 adult, 1 children’s). . 
Giving out bedpans or urinals (1). 

Giving out hot-water bottles (2). 

Giving out wash-bowls to patients (7). 

Sluicing linen and/or toilet equipment (9). 
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Sterilizing the crockery of infectious patients (1). 
Stockmaking (1). 
Sorting clean or dirty laundry (clean laundry, 6; soiled 

laundry, 10). 

Answering the telephone (4). 
Taking patients to other departments (4). 

In some hospitals workers who were not part of the ward 
staff took over duties which in others were carried out by 
the ward team. Sometimes nurses were 
observed giving radiant heat to patients, 
a task which was at other times per- 
formed by a physiotherapist, and in one hospital physio- 
therapy. students took part in ward nursing duties as part 
of their training. 

Another type of ‘external’ hospital staff taking part 
in the ordinary work of the ward in a few instances was the 
specialist State-registered nurse. In one hospital a male 
dresser performed, alone, the major dressings on the male 
wards studied. In another small hospital a special ‘ eye 
nurse’ carried out all such treatments, again without 
assistance from ward staff. 

Hairdressers visited two of the female wards. Where 
they were not available, the hair of long-stay patients was 
washed by student nurses. Linen-room staff did not often 
come into the wards except in one hospital where two of 
them went round the wards to check the clean linen as it was 
returned. Normally this was left entirely to the ward staff. 
A central linen store had been instituted for the whole of one 
hospital and for a part of another, but, although the checking 
of ward linen took up less of the ward staff’s time,the system 
did not seem to obviate all laundry difficulties because 
shartages sometimes occurred, owing perhaps to a particu- 
larly heavy demand on the ward, and errands to the linen 
room resulted. 

The part which the porters played varied a great deal. 
Always they delivered mail and medical and surgical supplies, 
collected refuse and laundry—if the 
latter needed to be collected. Sometimes 
they delivered to the appropriate depart- 
ments diet slips, dispensary lists, reports, but in other places 
these had to be—or were—taken by ward staff personally. 
In five hospitals student nurses were required to report 
broken thermometers to the matron and collect replacements 
personally, usually between 9 and 10 a.m. 

Another function of the porters was to be on hand to 
help with the moving of heavy furniture in the ward, mainly 
of beds and oxygen cylinders. Another duty which was 
perfo med by them in some wards was the weekly or 
fortnightly polishing of the ward floors with an electric 
machine. Otherwise it was the ward maid’s or orderly’s duty 
—without an electric machine. 

Perhaps the most important sphere in which the porter’s 
functions impinged upon those of the ward staff was in the 
transporting of patients between the ward and the hospital 
departments. To take the X-ray department as an example: 
in six wards porters alone accompanied the patients. In 
all the other wards a member of the ward staff accompanied 
at least some of the patients—with or without a porter. (In 
one hospital a/l patients were accompanied by nurses.) 
Some idea of the difference which this could make to the 
work of the ward staff is shown by the fact that the time 
recorded varied from 0 to 5 hours in a week in different 
wards. 

In three of the hospitals visited it was the general 
practice for student nurses who had escorted a patient down 
to the theatre to remain to watch his operation, and in two 
athers the observers were told that this was done if time 
allowed. 

In one hospital, avowedly short of nurses, student 
nurses from the ward were sometimes required to assist in 
the theatre, particularly on night duty. 

Apart from the instances given of the taking over of 
particular items of ward work by ‘ external’ hospital staff, 
there were few examples of central 
services being provided beyond the usual 
ones of preparing patients’ food, collect- 
ing refuse, etc. In one hospital special 
diets were not only prepared centrally—as is usual—but 
were also brought to the ward, distributed, and the dishes 


Auxiliaries 


Porters 


Centralization of 
services 
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collected afterwards by diet kitchen staff. In no case was 
bread for the wards cut centrally. In one other hospital a 
central syringe service was provided. Another central service 
provided in one hospital was the collection and disposal 
of sputum from all wards by a special porter. 


WARD ROUTINE: THE 24-HOUR SERVICE 


The figure below shows the problem dealt with in 
this section, namely, the unequal distribution of work over 
the day in a hospital ward. 

The problem of peak hours has to be faced in many 
other spheres of work besides hospital wards, but here it is 
particularly difficult to resolve because the peaks are due 
not to one cause but to several. These causes are worth a 
brief examination. 

It goes without saying that a 24-hour service must be 
provided for the patients in a ward. Nevertheless, the 
satisfaction of their ordinary physical needs, quite apart 
from their peace of mind, demands that the routine adopted 
to satisfy their need for food, toilet facilities, and rest shall 
conform as nearly as possible to the rhythm of life outside 
the hospital. Automatically, therefore, basic nursing is 
ruled by peak hours. 

In addition to the peaks which are due to physical 
needs, there are those which are the result of medical 
emergencies. They are both inevitable and unforeseeable, 
except in so far as they are more /ikely to occur at some times 
~—such as on operating days—than at others. 

There is also a third factor: the impact on the ward of 
other hospital departments, most of whose work has to be 
carried out within the limits of an 8- or 9-hour working day. 
This means that ward work involving any contact with these 
departments has generally to be carried out between 9 a.m. 
and 5 p.m., with the morning period up to noon being the 
time of greatest activity. ; 

The problems of organization to which this pattern gives 
rise will be discussed under three headings: 

(1) The problem of completing the ‘ internal’ work of the 
ward by 9 a.m. (covering the period between 5 a.m. 
and 9 a.m.). 

(2) The problem created by the demands which the hospital 
departments make on the ward staff (covering especially 
the period between 9 a.m. and noon). 

(3) The problem created by slack periods in the ward 
(covering the afternoon, visiting hour, and the night). 
Traditionally the ward must be ‘ open’ by the time the 





Distribution of ward work over the 24 hours of the day (data from 
oné ward female surgical, 30 beds) 
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doctors’ rounds are likely to begin and by the time the day’s 
work starts in other hospital departments 
such as the operating theatre, X-ray 
departments, pathological laboratory. 

A study of the earliest times of the rounds and visits 
made to the wards by medical staff revealed that, of 350 
rounds by consultants, 43 began before 10 o’clock. In fact, 
in five instances consultants arrived before 9 a.m. and house 
physicians or surgeons visited the ward before 9 a.m. on 
21 occasions. It is clear that if the ward is to be open before 
the doctors arrive it must be open at least by 9 a.m. 

‘he problem that has to be solved by the ward staff 
is how to fit in all the routine tasks between the time when 
the patients are wakened and 9 a.m., when the doctors may 
be expected to arrive. It is a problem both of timing and of 
allocation of work. 

The timetable that was adopted in the early morning 
in each ward varied considerably. To give some examples: 
in seven wards washing-water was 
distributed to patients before their 
early-morning cup of tea and in seven 
afterwards. In five wards the beds were 
made before the patients were washed and in the rest after 
the washing round; and in more than half the wards the 
distribution of bedpans followed rather than preceded the 
washing round. Although in the majority of wards these 
basic nursing tasks were completed before the patients had 
their breakfast, there were three wards where bedmaking 
was still going on during the serving of breakfast and in 
one ward the sweeping of the floor continued during breakfast. 

In 18 of the 22 wards patients were awakened before 
5 o’clock—in eight of them before 4.45 a.m. It seems 
probable that waking patients as early as this was not officially 
approved in any of the hospitals, but the observers were told 
again and again by the night nurses that if they did not start 
early they would never complete the work in time. 


Table VIII 


Time at which patients were awakened in the morning, 
and first routine task undertaken by ward staff. 


Medical rounds 


Time fur awaken- 
ing patients 























No. of wards Time when first task was started 
where first |—— . ——| Total 
task was: 4.15] 4.30] 4.45) 5.0 | 5.15} 5.30) 5.45) 6.0 
Washing round 2/1 21/7};—{f{—!] 17;—] 1&8 
Early tea oe | —] 1 f—}—o—t] i }—)] i 1 4 
Bed-making ... |] —|—]| 1] 3 |—]|—]—|— 4 
Bedpan 
Distribution} — | 1 | —}|—|—]—]—|]— 1 
TOTAL ict oe | Sh scr elOet Pt 2 22 
































In any case it was usually the night staff who were 
required to attend to the washing, pressure areas, and beds 
of the helpless patients, and it is 
Night nurses’ tasks significant that on the two wards where 
morning work started at 4.15 a.m. there 
was a large number of senile or incontinent patients. More- 
over, there were usually only two night nurses to get through 
all this work. In most hospitals there has been some system 
of relief nurses to help with the early morning work and they 
were encountered in 11 wards, where they remained for 
periods varying from 5 minutes to 14 hours—generally about 
4 hour. The number of reliefs available was limited, and, 
because they had to help in a number of different wards, 
an early start had to be made in one or other of them. 

A considerable part of the work that has to be carried 
out between the time that the day staff come on duty and 
the opening of the ward comes under the 
heading of work usually allocated to 
ward orderlies. <A lot of it is domestic— 
dusting, locker cleaning and tidying. 
Why, then, were nurses so often found doing it at this 
time of day ? i 

The answer lies perhaps in the fact that, as at present 
organized, ward orderlies could not have got through the 
work in time. The preparation and distribution of the 
patients’ food for breakfast, clearing away afterwards, 
dusting the ward, tidying lockers, changing patients’ drinking 
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water and washing the glasses, making the mid-morning 
drinks, doing the ward flowers—all these are, or could be, 
ward orderlies’ duties. But it is obvious that unless she 
came on duty fairly early one ward orderly could not complete 
them all in time. In fact the only wards where they were 
all carried out by an orderly were also the only ones where 
the orderly’s span of duty began at 7 a.m. Where it was 
7.30 a.m., 8 a.m., or 8.30 a.m. some of these tasks were done 
by student nurses. 

Out of some 285 hours which the nurses in 24 wards 
(24 weeks) spent in attendance on medical staff, 114 hours 
(40 per cent.) were recorded during the peak period of 9 a.m. 
to noon. 

Finally, it is worth mentioning that, in those hospitals 
where the student nurses’ theoretical training was carried 
out by lectures given during duty hours 
in the ward, it was frequently during 
this peak period that they had to leave. 
Nearly half the recorded absences for 
lectures (17 out of 37) took place between 8.30 a.m. and noon. 

In addition to the demands made by medical staff 
during this period (3.30 a.m.-12 noon) there are those of the 
staff from all the other departments, 
most of whom require attention by the 
sister or her deputy and thus provide 
a constant stream of interruptions. 

Ward routine exhibits valleys as well as peaks. Because 
the stait has to be maintained at a certain level there is a 
problem in how best to use this time. 

In many wards it was somewhat surprising to find that 
the evening routines of bedmaking and washing were started 
soon aiter iunch. In more than half of those visited the final 
washing round of the day for patients took place between 
lunch and tea—that is, before 3.30 p.m.—and in 13 wards 
all tne beds were made for the night before 6 p.m.—four of 
them betore tea. 

It was noticed that in two hospitals special use was 
made of the afternoon period to hold formal teaching sessions 
for student nurses. 

Another ‘ closed ’ period, so far as the usual ward duties 
are concerned, is visiting hour. In nearly every case ordinary 
duties were suspended except for the 
care of seriously ill patients. Twelve of 
the wards had a visiting period every 
day—five evenings and two afternoons—and the remaining 
wards had between two and four visiting periods in the week. 

The ward sister or staff nurse was usually available 
during these times for any visitors who wanted to see her. 
Only a minority of the ward sisters made any round of the 
patients to talk to them and their visitors. It is worth 
noting that in more than one hospital the evening visiting 
hour coincided with the ward sister’s supper-break, so that 
she was compelled to be away from the ward for at least part 
of the time. 

Student nurses were usually occupied on miscellaneous 
activities during visiting hour. Their contact with patients 
and visitors alike during this period was practically nil. 

It was noted in Cnapter II that there must, of necessity, 
be a higher percentage ot inactivity on night duty than during 
the day. ‘The amount of such time 
recorded varied considerably from one 
ward to another. In one ward it was 
as high as 40 per cent. of the night nurses’ working time, and 
in another as low as 5 per cent., with the majority between 
lU and 2v per cent. 

Apart, however, from this factor, it was observed that in 
some wards there was a considerable number of duties 
specially set aside for the night nurses, whereas in others 
there were very few. 


(Further chaplers, including the remaining part of Chapter IV 
will be summarized next week). 
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A New Kind of Textbook 


A Comment by Dr. ELIZABETH TYLDEN, Assistant Physician, 
Department of Psychiatry, Bromley Hospital. 


HE patient’s point of view is one of the most difficult 

things to convey to students when teaching them 

about disease. All normal textbooks of medicine 

and nursing are about the things which matter in 
the diagnosis and treatment of disease. These are not 
necessarily the things which worry the patient, and as a 
result, grave misunderstandings frequently arise between him 
and his attendants. Such misunderstandings often appear 
to be more profound when they arise between the patient 
and recently-qualified doctor or student nurse than between 
him and the ward sister, general practitioner, or home 
nurse. These latter learn to understand the patient’s point 
of view through long experience, though a few, unfortunately, 
remain ‘textbook bound’ throughout their careers, and 
never give their patients the support they need. The Lancet, 
having recognized this difficulty some time ago, made the 
patient’s point of view both important and ‘ respectable ’ 
by publishing a series of articles written by patients about 
severe illnesses which were giving rise to disability. The 
series was sufficiently successful to justify re-publication in 
book form, under the title Disabilities, and How to Live 
with Them.* The foreword by the Editor of The Lancet 
correctly points out how useful the book can be to doctors 
and students. In my opinion it should at the same time 
have been addressed to nurses. This kind of book can be 
particularly useful in their work. 

These articles by 55 different patients seem to deal with 
the details of disease. Their substance can, however, be 
described under four different headings. 

1. Symptoms: these are discussed as they appear to the 
patient, and not in terms of their diagnostic significance. 

2. The physical limitations which different diseases 
impose and the means whereby they can be overcome. 

3. The repercussions of disease on the social life of the 
patient. 

4. The relationship between the patient and his doctors 
and nurses. 

The diseases discussed in Disabilities are ones normally 
to be dreaded. In spite of this the accounts make cheerful 
reading, because in every case the writers deal with their 
situation with skill and courage. Reading the titles, the 
doctor or nurse would expect most of the ‘ stories’ to end 
in the chronic ward. Unexpectedly, they all end quite 
differently—in a job, or more rarely, in the highest degree 
of self-sufficiency compatible with the disability. 

This is a new sort of textbook; unlike most other 
textbooks it is subjective, warm and human. These qualities, 
usually only found in fiction, account for the student’s 
predilection for short-stories and novels, rather than ‘ books 
about work’. In this book they do not detract from the 
value of the material presented, but make it possible for 
the nurse to acquire correct information with rather less 
pain than usual. 


Symptoms 


Like all patients the writers of this book are interested 
in symptoms and prognosis, rather than etiology and 
pathology. That is to say, their discomforts, or other 
sensations resulting from their disease, are the things that 
matter to them. They want to know what these mean; 
how long they will last, and how they can be relieved. 
Textbooks written for doctors and, to a considerable extent, 
those written for nurses, are largely interested in physical 
signs which mean little to the patient. The patient with 
fibrositis of his chest wall is anxious to know if it means 


* Disabilities and How to Live with Them (The Lancet Lid., 7, 
Adam Street, Adelphi, London, W.C.2, 10s. 6d.). 


tuberculosis: his main object is to get rid of it. He does 
not in the least mind having a diastolic murmur in his heart 
or absent abdominal reflexes. He is frustrated by the 
preoccupation of his attendants with these ‘ irrelevancies ', 
and feels guilty because he complains about a pain which 
they appear to dismiss. Naturally an explanation of physical 
signs is needed, but from the point of view of the patient, 
the pain, which seems to him agonizing, should be among 
the things of first importance to be dealt with. 

The doctor can place the nurse in a difficult position 
with her patient by failing adequately to explain the outlook 
of the patient, or his own intentions of treatment. When 
this is added to the approach of the normal textbook to 
disease it can give rise to errors and indiscretions on the 
part of the nurse. The technical training of a nurse can, in 
the case of many patients, make her over-estimate the 
importance of certain things and under-rate the importance 
of others. The doctor or sister can, by their statements, 
make her silent and, to the patient, obscure and even fright- 
ening. This book can help to protect her from this attitude, 
in that it gives the patient’s picture of disease and deals with 
symptoms that matter to him, which may be of little concern 
to her textbooks. It can enable the nurse to say ‘ Well, 
the patient with your illness in Disabilities had that; of 
course he worried, just as you do, but he is now a successful 
farmer (or doctor or accountant), so I should not be too 
worried yourself’. There can be no better reassurance to 
give, and this is the one the writers of the book were anxious 
to give. There is nothing so frightening to the patient as 
the answer “‘ They won’t explain ’’, or ‘“‘ They can’t quite 
make out”’, however unimportant the symptom may be 
to the doctor. Fear of this sort can lead to lack of co-opera- 
tion, inertia and depression; in fact, all the things that 
should be avoided in a patient you are trying to rehabilitate. 


Physical Limitations 


A second aim of the authors of this book was to explain 
how they themselves dealt with their physical limitations, 
as opposed to their discomforts. This is most valuable, 
particularly to the home nurse, who must continually be 
dealing with disabilities which may be new to her outside 
the amenities of hospital. Some of the advice—quite apart 
from specific practical advice—is invaluable. The patient 
must learn to train himself by activity which always stops 
short of fatigue. He must not work merely towards recovery, 
but towards something on the other side of recovery which 
seems more important to him than himself. He must not 
be allowed to let the walls of the hospital bound the horizon 
of his mind, but must always maintain contact with the 
outside world. 

The sort of encouragement which is helpful to a seriously 
disabled person is that from a person who is able to see 
each step towards normal functioning in perspective, and 
relative to the severity of the disability. In giving the 
patient something to do to help in his recovery, it is always 
more useful to give something well within his scope, which 
really contributes to his self-sufficiency and, if possible, to 
the welfare of others. The parent of the defective child 
tolerated much broken crockery so that her child should 
ultimately be able to serve herself and others, and feel an 
important member of the household. The doctor with 
poliomyelitis starred the point at which he was given 
the duty charts to rule out as the most important step 
taken in helping him towards full recovery. 

The social limitations of disability emerge clearly in 
these articles, but there is not really enough space to deal 
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with them here. They should be read in the original. The 
writers describe their hurt when people pitied them, teased 
them, or were indifferent. They faced sometimes the loss 
of their whole social life, and expressed their gratitude 
to anybody who helped them to build a new one. On the 
whole, in spite of these tribulations, they have remained 
relatively objective. They do, however, ask to be accepted, 
given understanding, and most important of all, work 
through which they can earn their own living instead of 
depending on social security and charity. They ask to be 
allowed to lead as normal a social life as possible. Many 
of them have had great difficulty in finding jobs, but most 
of them have stabilized themselves quite amazingly, both 
in their employment and in their family life. This includes 
the patients who are still suffering from psychiatric disability, 
which has been given its due place. 

One of the most useful features of this book is that it 
does tell one where patients can get treatment for particu- 
larly rare conditions. ‘This sort of information is hard to 
come by, and it is also very useful to know of the organiza- 
tions and associations of patients all suffering from similar 
disabilities, who are willing to help their fellow sufferers. 
The drive towards recovery has often been produced through 
helping other patients, and through setting up such organiza- 
tions. This is particularly well brought out in the section 
on blindness. It is one thing to know what is wrong with 
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the patient; it is quite another to know what one should 
do about it, or even who does know what should be done 
about it. 


Reactions to Adversity 


Present-day nursing and medical training present an 
excellent, if bewildering, amount of information about the 
structural effects of disease and the technical methods of 
dealing with them. The provision for teaching about the 
person whose physical structure is changed by disease is 
inadequate and sketchy. During medical and nursing 
training students often encounter new and devastating 
personal problems, for which they are offered little or no 
guidance. These problems can completely obscure those 
of the patient, to the detriment of both sides. In Disabilities 
55 people allow the reader to know them as people, and to 
understand their many different reactions to adversity. 
Meeting these people in this way will help the reader not 
only to come to terms with her patients, but, much more 
important, to come to terms with herself. Adversity is 
relative—one’s ability to deal with it depends on one’s 
previous experience. In the absence of fuller experience it 
is helpful to read about people who have faced pain and 
death; it is also useful to know that some people who were 
temporarily unable to face their pain with courage, could 
admit their failure‘ to do so, and still live successfully. 


BRITISH SOCIAL SERVICES 


3. 


National Insurance 


by HAROLD KING 


N his Report on Social Insurance and Allied Services, 

Sir William (now Lord) Beveridge considered whether the 

principle of insurance should be retained in the British 

social services. _He was in favour of it for two major 
reasons: insurance meant that benefit payments. were ‘ of 
right ’ and hence free of a means test; second, it served to 
emphasize the relationship between contributions and 
benefits. He added that representatives of working men had 
expressed a strong preference for insurance. 

This principle has become so much a part of our social 
services that it is well to remind ourselves that it is not 
essential, that other ways of achieving the same objects are 
possible, and that countries with excellent systems of social 
security have preferred other methods. It is also well to 
remind ourselves that ‘insurance’ is used with a rather 
different meaning in this context from that which it carries 
in ordinary commercial practice. 

Yet a third reminder we might give to ourselves is that 
national insurance is still new. It was first introduced in 1911 
when national health and unemployment insurance began. 
The former (‘ 9d. for 4d.’) involved the payment of a small 
weekly contribution by manual workers and others receiving 
remuneration below a specified limit. The employer and the 
State added approximately equal amounts. The workman, 
in the event of illness, was entitled to ‘panel’ service by his 
doctor and to prescribed weekly payments while unable to 
work. 

Unemployment insurance was similar in pattern but was 
applied initially to a limited number of trades only. Both 
owed much to experiments in Germany and to trade union 
and friendly society experience. 

Indeed, the trade unions and friendly societies, especially 
the latter, were closely involved. Much of the administration 
of national health insurance was devolved on to the friendly 
societies and the large majority of insured contributors drew 
statutory benefits through their approved society. The 
approved societies were not only administrative agents. On 
the basis of periodical valuations they were permitted to offer 
their members additional benefits, e.g., part payment for 
dentures or spectacles, convalescent home facilities, etc. Thus 





the anomalous position arose that individuals, each paying 
the same amount compulsorily to a national scheme, might 
be entitled to different benefits. 

The two insurance schemes developed interesting diver- 
gencies: the national health scheme did not change essentially 
until superseded by national insurance. Rates of contribu- 
tion and benefit varied, of course, in some relationship to the 
cost of living. Other benefits were added apart from those 
provided by the approved societies. An important criticism 
was that medical benefits were confined to the insured 
contributor, and although the weekly amounts payable were 
determined by the number of his dependants, the latter were 
not eligible for treatment. The scheme, that is to say, was 
conceived as a counterpart to unemployment insurance. It 
was aimed at one of the main causes of unemployment and 
sought to get the wage earner back to work quickly while 
providing a small income during enforced absence. 


Unemployment Insurance 


Unemployment insurance developed differently. It was, 
as stated above, originally applied to a limited number of 
trades only (six) and was specifically an experiment. Before 
its results could be properly assessed and, perhaps more 
important, before an adequate reserve could be accumulated, 
the scheme was burdened with major extensions and with 
heavy unemployment. The situation in the United Kingdom 
after the 1914-18 war could with all due restraint be described 
as extremely critical. Considerable strains were set up by 
the rapid, and to some extent disorganized, demobilization of 
a huge army and a huge force of munition workers. The 
extensions of unemployment insurance and such appendages 
as the ‘ Out-of-Work Donation’ paid to ex-Service men, 
probably did much to prevent serious disturbances—but at 
enormous cost to the scheme itself. Before long all employed 
persons with the exception of agricultural and domestic 
workers—also included later—were participants. And after 
the short post-war boom the era of phenomenal unemploy- 
ment began ! 

It is perhaps difficult for the younger generation to 
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imagine the nightmare which unemployment became. One 
or two facts may help. During the period between the wars 
it seemed a considerable achievement when only a million 
men were unemployed. At one time approximately one- 
quarter of those insured against unemployment were actually 
unemployed—over three millions. Kemember that these 
figures apply only to those who would normally have been 
working; each had on average three or four dependants ! 
The worst unemployment tended to be concentrated in areas 
of heavy industry where ninety and ninety-five per cent. of 
the employed population out of work was not uncommon. 
Villages and towns became almost derelict, populated only 
by hungry and desperate men and women who had lost all 
hope of ever achieving a normal life again. 

These conditions had particularly distressing influences 
on two age groups. If a man over forty lost his job his 
chances of further employment were remote. Skilled trades- 
men lost their skill and their self-respect, and avoided meeting 
their one-time mates, still fortunate possessors of jobs. 
Young men grew to manhood without knowing what it was 
to see their fathers or their fathers’ mates in regular work. 
Chey were often also without that experience themselves. 
fhe spreading demoralization can be easily imagined. 

No insurance scheme could have successfully countered 
such devastation. The Unemployment Fund rapidly 
accumulated a debt counted in millions. Unemployment 
became a major political issue: it was the suggestion of 
economy in unemployment payments which finally split 
Ramsay Macdonald’s second Labour Government. 

There is no need to recapitulate the shifts and devices, 
many short-lived, adopted to meet a national tragedy. The 
only other recourse of the unemployed man through much of 
this time was to the Poor Law, although many were nominally 
preserved from it by doles and uncovenanted benefits which 
rapidly destroyed any pretence of insurance. 


Unemployment Assistance 


Some kind of stability was reached as a result of the 
recommendations of a Royal Commission in 1934, They 
introduced a novel conception into the British social services 
which has already had interesting results. The insurance 
principle was reaffirmed and benefits on a contractual basis 
were to be reintroduced. But the alternative was not to be 
the Poor Law or the dole. A new type of scheme was devised 
for those whose benefit had expired or who had not acquired 
contractual rights. It was to be known as Unemployment 
Assistance, and, to ‘keep it out of politics’, was to be 
controlled by an Unemployment Assistance Board (the direct 
ancestor of the present National Assistance Board), largely 
independent, but under the general jurisdiction of the 
Minister of Labour. The Board was given wide powers to 
make weekly payments and special grants. Payments were 
conditional on a means test, however, which became so 
obnoxious that to many it is still the means test. The 
introduction of the scheme was unfortunate. The Board’s 
first proposals raised a storm of protest. A ‘stand-still’ 
order gave a further year to think things over. Afterwards 
the new scheme worked reasonably well. The work of the 
Unemployment Assistance Board and its Advisory Com- 
mittees could be regarded as the beginning of a new relation- 
ship of the State to the social services. 

Pressure relaxed when rearmament began to absorb the 
unemployed. Since Munich the kind of problem inadequately 
sketched here has ceased to be of practicalimportance. But 
its influence has been a potent factor in shaping the social 
services. Memories of those years are still vivid in the 
families, not confined to manual workers, who endured and 
among those who tried to grapple with the problems. The 
terror (the word is éxact) of a return of such conditions is 
sill alive. 

When Lord Beveridge undertook his work, he was faced 
by two related, but not parallel systems, which had got out 
of step in many ways. It was often true for instance, that a 
man transferred from unemployment assistance to health 
benefit received a smaller income; since ‘ fit and available 
for work ’ was a condition of assistance many refused to take 
necessary medical advice for fear that treatment would have 
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this result. Such anomalies made Beveridge’s work nec essary. 

While the need for administrative tidying perhaps 
inspired his original terms of reference, something more vita] 
caused Beveridge to obtain a revision of his Committee’s 
status and scope. Since 1911 there had been a revolution in 
public thinking about the social services which the develop. 
ment of insurance services had helped both as cause and 
as effect. The idea of unemployment insurance as a limited 
experiment in a temporary scheme had been replaced by the 
conception that a man out of work still had a right to a decent 
living; the idea of a health service intended to minimize 
working wastage had been replaced by the conception of a 
mobilization of the community’s medical resources to achieve 
maximum health; the idea of restriction to those below a 
certain income had been replaced by the conception of the 
community as parts of one another, of schemes in which rich 
and poor shared alike. 

The scheme recommended in Beveridge’s report is known 
in outline to everyone. Yet it is perhaps worth recalling 
some changes. A national health service not only implied the 
change noted above but also the administrative separation of 
medical treatment from insurance. Family allowances struck 
at a main cause of poverty; its association with size 
of family was unfortunately only too well established. Full 
employment meant the removal of a previous major difficulty, 
but the greatest significance lay in the fact that it could 
reasonably be assumed. Participation in the scheme was no 
longer restricted to the poorer classes; everybody must 
participate. The various reasons for interruptions of work, 
ill health, unemployment, etc. were brought on to the same 
financial basis. Widows’ benefits and maternity allowances 
were revised. Something was done to remove the old dread 
of a pauper burial by the introduction of a death grant. 
National Assistance as the ‘ residuary service’ has already 
been considered in the first article in this series. The scheme 
was to be administered by a single Ministry working through 
local offices. 

Two difficulties, both foreseen more clearly by Beveridge 
than by Parliament, are already apparent. It was the 
intention that basic allowances should provide minimum 
subsistence. Whether they are now doing so (because of 
changed money values) is doubtful, despite revisions of 
contributions and allowances. Hence National Assistance is 
already becoming more important as those receiving 
statutory payments are forced to seek additional help. 
Second, the ‘old age’ pension has been replaced by a 
‘retirement’ pension. As a result of changes in the age 
structure, inducements were offered to people to remain at 
work after retiring age. Beveridge also suggested that the 
change should be introduced gradually. It has already been 
necessary to increase the inducements while the immediate 
operation of the full (and more costly) scheme has not eased 
national finance. 

There remains one major consideration—the principle of 
insurance. As originally conceived national insurance was 
regarded as genuine insurance, operated with State aid. Lord 
Beveridge thought the principle important enough to 
preserve. Emphasis, however, seems to be changing. The 
‘premium’ payments, of course, have always been shared 
between the workman, the employer and the State—the two 
latter being at most only indirect beneficiaries. The State 
contribution, it is sometimes urged, can only be regarded as 
a charge on taxation; while the workmen’s contributions, at 
a flat rate, are really a poll tax devoted to a special purpose, 
and the inequitability of poll taxes is generally accepted. 
Hence there are advocates both of contributions graduated 
according to incomes, and of making national insurance a 
direct charge on the Budget. Both suggestions involve a 
further move from insurance towards unqualified State 
responsibility for people unable to support themselves. It is 
difficult to see how either could be organised without a means 
test and other precautionary, measures. 


Disablement Compensation 


The above discussion has disregarded the fact that 
there are actually two National Insurance Acts, the second 
dealing with the special case of those who become totally or 
partially disabled, temporarily or permanently, through 
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industrial accident or disease. The scheme has an interesting 
history, which can only be briefly indicated. Responsibility 
for men so injured was recognized statutorily earlier than any 
of the other risks now included in national insurance. Work- 
men’s Compensation Acts were on the statute book in the 
latter part of the nineteenth century. They placed the 
responsibility on the individual employer, usually protected 
by insurance, and settlement, unless agreed, depended on 
litigation. Apart from the obvious difficulties there were 
many anomalies, and a major criticism was that workmen 
were frequently induced to commute periodic payments for a 
lump sum which, in the absence of financial experience, was 
often mismanaged. Lord Beveridge recommended the 
institution of a scheme analogous to war pensions as a part 
of national insurance. It provides for more generous allow- 
ances than other parts of national insurance, based on an 
estimate of percentage disability. 


AMERICAN LETTER—6 


A monthly series of personal views 
and comments on life in America. 


AM writing this letter while recovering from ’flu. The 

doctor treated me with terramycin for three days—the 

drug alone costs $6.50 (about $3 to £1 sterling) and now 

having a normal temperature after an elevation for four 
days I am beginning to enjoy being sick. So I will tell you 
our position in regard to sickness. My husband pays Blue 
Cross Insurance and Blue Shield Insurance, a total of $6.30 
per month for both of us. This would cover our doctor’s 
bills while in hospital and hospitalization for most diseases, 
but does not provide a coverage for doctor’s fees or medication 
unless one is actually a patient in hospital. I do not get 
paid from the hospital where I am employed for periods of 
sickness for the first three months, but after that I am allowed 
six days per year. However, when I am accepted as a 
member of the American Nurses’ Association and have paid 
the yearly subscription of $25 I can apply for a special 
nurses’ insurance, for which I shall have to pay $12.40 a 
quarter. This will pay doctor’s bills after the first $10 
and $100 to me per month after eight days of sickness. 

Most people seem to carry some kind of sickness insurance 
although it is expensive, but if they do not, the cost of illness 
in a family can take a life’s savings. 

Since writing my last letter to you I have changed my 
work. I held the post of assistant head nurse for five months; 
the experience was interesting and valuable and in many 
ways salutary, for I was once more seeing things from the 
point of view of a junior member of the nursing staff. I 
had previously been in communication with a children’s 
hospital regarding a post of clinical instructor in paediatrics. 
The director of nursing was, however, not at all certain that 
my qualifications for a faculty position would be approved 
by the State Department of Registration and Education, 
so that it was necessary to ascertain this before proceeding 
further. The difficulty of course is that I do not hold a 
university degree—I have the Diploma in Nursing of the 
University of London and a Sister Tutor Certificate. After 
I had filled in the required form the hospital presented my 
application to the State Department and after six weeks 
the hospital authorities were informed of the Department’s 
approval of my qualification for the post. This was the 
same State Department which considered my application for 
reciprocity as a Registered Nurse and therefore had available 
all details pertaining to my training and experience. 

I hardly know where to begin to tell you all the details 
which I think will interest you in my new post. The hospital 
is a general one for children with 225 beds and an outpatient 
clinic. Students from 12 general hospitals are affiliated to 
us for 12 weeks’ training in paediatric nursing. There are 
usually 100 students (50 change every six weeks). The 
Education Department consists of an assistant director of 
the school of nursing and five clinical instructors. Two of 
us—I am one—give lectures in the class room as well as 
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instruction on the wards, the other three concentrate on the 
ward and outpatient department instruction. 

For the first six weeks the students spend approximately 
four hours a day on the wards and four hours in the class- 
room. For the last six weeks the whole eight hours are 
spent on the wards. Students are considered part of the 
nursing service and between 11 p.m. and 7 a.m. may be 
on the wards alone with one supervisor for the whole hospital. 

I received a good orientation; a programme had been 
planned for me whereby for the first six weeks I attended 
the same lectures as the students and worked on a ward from 
7 to 9.30 each morning. I have an office in the Education 
Department and access to a good library, also the use of a 
typewriter. 

The students are assigned to the wards and departments 
by the Assistant Director of Nursing Service and not by the 
Assistant Director of Nursing Education. The clinical super- 
visor or head nurse allocates work to them daily. The 
patients are nursed by case assignment but of course the 
student is often on the ward only from 7 to 9.30 a.m. and 
perhaps again from 12 to 2 p.m. Every day there is a ward 
class organized by the clinical instructor using a patient 
to illustrate the nursing care. The students work 44 hours 
a week and this time includes all classes and lectures. The 
students pay for their training, the amount varying with the 
different schools. Some are training for three years and will 
receive a diploma of nursing, others are at a university 
taking a five-and-a-half years’ course for a degree. 

Much heart surgery is done in this hospital by Dr. Potts, 
children coming to him from a wide area. I was interested 
while watching such an operation to note that the child’s 
temperature was reduced to 94°-96°F. During the opera- 
tion the child lies on a large rubber bag through which runs 
cool water, a simple device which is most effective. ‘This 
method is also used on the wards to reduce children’s 
temperatures. 

My hours of work are usually 7 a.m. to 3.30 p.m., 
occasionally 8 a.m. to 4.30 p.m. and I drive to work in our 
car allowing 45 minutes each way. The hospital is 14 miles 
to the north of the city and I drive along an excellent motor 
way on the lake front. At first it was terrifying with four 
traffic lanes each way and the average speed of 40 miles 
an hour which one has to keep up. I am now used to it and 
find it a pleasant drive especially on cold mornings. The 
car is well heated and I have so far been able to drive even 
in frost and snow. I have morning coffee in the Gift Shop 
and midday lunch in the cafeteria, paying of courseat the time. 
We are each provided with a locker and uniforms are 
laundered free. 

In a later letter I shall tell you more of what it is like 
to be a clinical instructor. That I am still a foreigner is 
obvious for a small five-year-old boy said to me today 
“ How come you talk like that ?” 

E. D. STEVENS FISHER, R.N. 

Her Excellency Lady Wakehurst, wife of the Governor of Northern 

Ireland, making friends with a young patient during a tour of the 

Royal Belfast Hospital for Sick Children. Left is Miss M. 
Hudson, matron. 
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Nursing 
School 


News 


The United Sheffield Hospitals 


IR Ernest Finch, M.D., M.S., F.R.C.S., 

presented prizes to successful nurses at a 
ceremony in December. Miss J. E. Clark, 
matron of the Royal Infirmary, Mis; M. S. 
Welbon, matron of the Royal Hospital, and 
Miss J. B. Price, Principal of the School of 
Nursing, presented their reports. 

Sir Ernest Finch, said that it was impossi- 
ble to improve upon the words used by Sir 
James Learmonth in a Lister Oration at the 
Royal College of Surgeons when he had said: 
‘‘T should like to record one other ever- 
increasing debt. This is to the profession of 
nursing. The existence of a highly trained 
and devoted body of men and women is 
inseparable from and indispensable to the 
practice of modern surgery. In both ward 
and operating theatre it is never easy to 
draw a dividing line between surgical care 
and nursing care.’ 

The prizewinners included Miss M. Moore 
(Royal Hospital), gold medal, prize for 
gynaecology and matron’s prize; Miss A. M. 
Doherty (Royal Infirmary), silver medal 
and prize for surgery; Miss D. Tutill, prize 
for surgery, and Miss M. A. Griffiths, prize 
for paediatrics. 


King Edward Memorial Hospital, Ealing 


HE presentation of certificates and 
badges by Sir Wilson Jameson, G.B.E.., 
K.C.B., M.D., F.R.C.P., D.P.H., Medical 
Adviser to King Edward’s Fund for London 
and Chairman of the Nursing Staff College 
Committee, took place in the Board Room 
of the King Edward Memorial Hospital. 
Mrs. Leila Stowell, O.B.E., introduced 
Sir Wilson Jameson who gave an amusing 
address on nursing in the past and present. 
Mr. P. R. J. Arnold, Group Secretary, 
matrons of the Group, doctors, sisters and 


Right: at the Royal Victoria Hospital, 

Belfast. 1952 prizewinners: from left, 

seated, Miss Kenny, Miss Bradley, Miss 

Wilson, Miss Moore (silvery medal), Miss 

Armstrong (gold medal), Miss Kirke (bronze 
medal), and Miss Longridge. 
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At the United Sheffield Hospitals School of Nursing prizegiving. Miss M. S. Welbon, 

matron of the Royal Hospital, gives her report. Seated at the table are Mr. Albert Ballard, 

chairman of the Board of Governors; Laly Finch; Mr. Percy Malby, chairman of the Nursing 

Services Committee; and behind them, Siy Ernest Finch, M.D., M.S., F.R.C.S., who 

presented the awards; Miss J. E. Clark, matron, Royal Infirmary, and Miss J. B. Price, 
Principal, the School of Nursing. 


nurses were among those present at the 
gathering. 
Connaught Hospital, London 
AME Katherine Watt, D.B.E., R.R.C., 
addressed the nurses at the prizegiving 
ceremony when Mr. D. Cleave-Cross pre- 
sided in the unavoidable absence of Alderman 
F. Smith. 
Dame Katherine Watt referred to her own 
extensive travels abroad, and said that 
wherever she had been she had found 





British nurses working in the hospitals. 
The gold medal was awarded to Miss 
H. D. Giles, who also won prizes for highest 
marks in the hospital final examination, in 
gynaecology, and as the best practical nurse 
of the year elected by the ward sisters. The 
silver medal was won by Miss A. J. Wynne. 


Royal Victoria Hospital, Belfast 


HE annual prizegiving was held on 
December 9, and Dr. Eric Ashby, Vice- 
Chancellor of Queen’s University, Belfast, 





presented awards to successful nurses. 
Miss F. E. Elliott, O.B.E., matron, reported 
that the introduction of the block system 
appeared satisfactory so far, though the 48- 
hour week had not yet been achieved. 

Later Miss Georgina Kenny delivéred the 
speech on ‘ My Own Choice ’ which had won 
the Cates Shield for the second time for the 
Royal Victoria Hospital. t 

The gold medallist was Miss E. P. 
Armstrong. Miss J. I. Moore won the 
silver medal and Miss D. E. Kirke the 
bronze medal. 


Left: at the prizegiving at Hope Hospital, 
Salford, Dr. Andrew Topping, Dean of the 
London School of Hygiene and Tropical 
Medicine, presented the awards. Miss F. 
Yates won the gold medal; Miss E. Fleming, 
the bronze medal; Miss E. Fleming, Miss 
H. Withowska and Miss M. C. Doherty, 
the senior nursing prize, and Miss M 
Hardman, the midwifery prize. 
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The President 


Princess Margaret, President of the 
Association, has graciously consented to 
preside at the Annual General Meeting 
which will be held on Thursday, May 21, 
at the Royal Institute of British Architects, 
Portland Place, London, W.1. 


The Council Election 


Nominations received for the election to 
the Central Representative Council, 1953. 
Candidates will be invited to state their aims 
in the Nursing Times of April 4. 

Eastern Area 

Special Training Schools (one vacancy): 
Miss Josephine Bradshaw, Royal Alexandra 
Hospital, Dyke Road, Brighton. One valid 
nomination only received. 

London Area 

General Training Schools (one vacancy): 
Miss Daphne C. Bowry, Central Middlesex 
Hospital, Park Royal, N.W.10; Miss 
Audrey M. Godwin, St. Thomas’ Hospital, 
S.E.1. Special Training Schools (one 
vacancy): no valid nomination received. 

Midland Area 

General Training Schools (one vacancy): 
Miss Maureen Barrs, General Hospital, 
Nottingham; Miss Marianne Breitenbach, 
New Cross Hospital, Wolverhampton; Miss 
Iris Gould, General Infirmary, Burton-on- 
Trent. 

Special Training Schools (one vacancy): 
Miss Joyce Marshall, Derbyshire Hospital 
for Sick Children, North Street, Derby. One 
valid nomination only received. 

Northern Area 

General Training Schools (one vacancy): 

Miss Mavis Bennet, General Hospital, 


Birkenhead; Miss Freda N. Ellis, The 
General Infirmary at Leeds; Miss Doris 
Evans, Ancoats Hospital, Manchester; 


Miss Kathleen Stanton, Victoria Hospital, 
Blackpool; Miss Alison H. Young, Koyal 
Infirmary, Liverpool, 3. 
Northern Ireland 

Special Training Schools (one vacancy): 

No valid nomination received. 
Scotland 

General Training Schools (two vacancies): 
Miss Johanna Kein - Jensen, Bangour 
General Hospital, broxburn, W. Lothian. 
One valid nomination only received. 

Western Area 

General Training Schools (one vacancy): 
Miss Molly Laycock, Royal Devon and 
Exeter Hospital, Exeter; Miss Patricia W. 
H. Lobbett, Swansea General Hospital; Miss 
Pamela M. Newbury, South Devon and East 
Cornwall Hospital, Greenbauk, Plymouth. 


Central Representative Council 


Meeting in Newcastle 


At the meeting of the Central Repre- 
sentative Council held at the Royal Victoria 
Infirmary, Newcastle-on-Tyne, on Wednes- 
day, January 28, Miss M. A. Kay, chairman, 
announced that on behalf of the Student 
Nurses’ Association she had sent a letter of 
congratulation to Miss F. G. Goodall on her 
promotion to C.B.E. It was agreed that a 
letter also be sent to Miss Goodall on behalf 
of the Central Representative Council. 

Miss J. C. Williams, Royal Hospital of 
St. Bartholomew, London, E.C.1, was 
appointed to the Council in the London area. 





Student Nurses’ Association News 


The Council considered the rules which 
it was proposed should govern the Nursing 
Times Annual Leisure Time Competition 
which in 1953 would have painting as its 
subject. It was hoped that Units would 
show their appreciation of this offer by the 
proprietors of the Nursing Times by taking 
part wholeheartedly in the competition. 

A limited number of Constitutions of 
Units would be printed, one copy being 
forwarded to each Unit of the Association. 

The possibility of holding a swimming 
gala in the summer was discussed but in 
view of the lack of support for the swimming 
club from Units of the Association it was felt 
this could not be undertaken in the present 
year, but if an indication of sufficient 
additional interest were given during the 
year then it might be possible to reorganize 
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ANNUAL LEISURE TIME 
COMPETITION 

Entry forms and rules for this com- § 
petition, organized by the Student 
Nurses’ Association and the Nursing 
Times, are available from the Head- 
quarters of the Association, Henrietta ) 
Place, Cavendish Square, London, 
W.1, or from the Editor, Nursing ) 
Times, Macmillan and Co. Ltd., St. 

Martin’s Street, London, W.C.2. 
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the swimming club during 1954 and to 
arrange a gala. 

Provisional arrangements were made for 
the holding of the annual general meeting 
on Thursday, May 21, when it was hoped 
that the President, Princess Margaret, 
would consent to preside. 


om 


From the Vice-Chairman 


1 have lately returned from a Central 
Representative Council Meeting held at the 
Royal Victoria Infirmary, Newcastle-on- 
Tyne, and should like not only to tell all 
members of the Student Nurses’ Association 
what an honour it is to represent them on 
the Council, but also to thank Miss Hutton, 
matron of the Royal Victoria Infirmary, for 
the wonderful way in which we were looked 
after. 1 had never been to Newcastle before 
but the welcome we received made us feel 
at home as soon as we arrived. 

Having met Miss Hutton, tea was served 
in the staff nurses’ sitting-room which was 
open for our use during our three-day stay. 
It was good to meet fellow Council members 
again and to hear how their various Units 
were progressing. Miss S. Whale one of 
our Council members, in training at the 
Royal Victoria Infirmary, showed us the 
way round the labyrinth of corridors in the 
Nurses’ Home and eventually escorted us 
in to supper. 

Immediately afterwards, we set out for 
an area meeting at the General Hospital. 
We were delighted to find about fifty nurses, 
representing at least seven hospitals. After 
an interesting talk by the secretary of the 
Association, refreshments were served and 
the Council mingled with the students, 
answering questions and learning about the 
strength and activities of the various Units. 
1 should like to thank Miss Gibson, Matron 
of the General Hospital, Newcastle, for 








arranging such a pleasant evening for us. 

On the day of the Council meeting, coffee 
was served in the Board Room where we 
met Miss Marshall, Lady Superintendent of 
Nurses at the Royal Infirmary, Edinburgh, 
who was attending as a member appointed 
by the Royal College of Nursing of the 
Student Nurses’ Association Central Repre- 
sentative Council. 

As always, the meeting proved most inter- 
esting; lunch was served at 1 o’clock and 
we resumed discussion at 2.15 p.m. The 
end of the agenda was reached just before 
3 p.m. and we went down to the nurses’ 
sitting-room where members of many 
Student Nurses’ Association Units had been 
invited to tea to meet Miss Spalding, Miss 
Marshall and members of the Council, 

What a success these personal meetings 
are! Many members I talked to were in 
their junior years of training and only 
needed that small amount of encouragement 
which we Council members were, 1 hope, 
able to give, to help them realize what a 
worthwhile organization the Stuceat Nurses’ 
Association is. I have every hope that they 
returned to their units with strengthened 
ideas about supporting the professional 
organization to which they belong. 

Atter an excellent tea a tour of tue Royal 
Victoria Infirmary was arranged by Miss 
Hutton. Our very able and interesting 
guides were Miss M. M. Hogg, a trainee 


of the Royal Victoria Infirmary and a 
member of the Central Representative 
Council, and Miss S. Whale. We were 


shown the practical classrooms, the lecture 
rooms, medical, surgical, ear, nose, throat 
and children’s wards. What an impressive 
hospital its long, tiled corridors and 
beautifully equipped wards make it. 

On Thursday morning I was catching the 
8.10 a.m. train from Newcastle and thought 
it very kind of our hostesses to provide 
breakiast trays in our bedrooms. I left 
the Koyal Victoria Infirmary, very grateful 
for the wonderful time we had had, with 
every comfort provided and a feeling of 
being at home directly we arrived. I 
know all Council members will recall our 
visit to Newcastle, and to the Royal 
Victoria Infirmary especially, with very 
pleasant memories. 

AuDREY H. BELCHER, 
Vice-Chairman, Central Representative 
Council, Student Nurses’ Association. 


A NEW NURSING 
DICTIONARY? 


Some unusual definitions sent us from 
the Student Nurses’ Unit of a hospital in 
the Midlands: 

AMBLYOPIA—a roving eye. 

AURISCOPE—what the stars foretell. 

AguEuS Humour—laughing until you cry 

CoLouR INDEX—the price of cosmetics. 

EXPECTANT—pregnant. 

Fascia—member of a notorious political 
party. 

HEMICOLECTOMY—an artificial form of 
punctuation, resulting in a semi-colon. 
HyPHAEMA—a Congenital deformity of the 

hip-joint. 

Iris boMBE—shrapnel in the eye. 
PHLEBITIS—rash seen in pediculosis. 
PsyCHOLOGY—a disease affecting small 
children and student nurses. 
RED CORPUSCLES—non-commissioned offi- 
cers in the Russian Army. 
TANNIN—practical child psychology. 
UTERINE SOUND—when the baby is heard 
crying before—or for—delivery. 














OFF DUTT 


Cité-Club Universitaire, Paris 


The Cit*-Club Universitaire is an associa- 
tion which was founded about five years 
ago to cater primarily for the intellectual 
and practical needs of French students. 
Today, however, it has over 5,000 members 
of all ages and interests and nationalities, 
whose main aim is to foster the exchange of 
ideas and develop international under- 
standing by personal contact. 

To further this aim the association has 
a large Club House in Paris, which is a 
main meeting ground for all its members, 
and where many activities are arranged for 
their entertainment—lectures, film shows 
and concerts, to mention only a_ few. 
There are also recreation rooms at their 
disposal and an information centre is ready 
at all times to give advice to any of its 
foreign members on holiday in Paris. 

The Cité-Club arranges au pair visits 
and exchanges between groups and indivi- 
duals of similar tastes. 

Up to the present its activities have been 
mainly confined to schools and universities, 
but in response to many enquiries on both 
sides of the Channel, specialized visits 
have been arranged, in co-operation with 
several French official bodies, of interest 
to groups of staff from many ‘professions 
and trades, especially all branches of the 
medical profession. 

In order to facilitate relations between 
technical and medical associations and 
schools the Cité-Club Universitaire last year 
appointed a London representative, and 
any further information on the activities 
of the association may be obtained from 
his office, 193, Victoria Street, London, 
S.W.1, VICtoria 2542. 


NEW FILMS 

April in Paris 

A technicolor musical. An actress is to be 
chosen to represent the American theatre at 
the International Festival of the Arts in 
Paris. An official of the U.S. State Depart- 
ment slips up by inviting a Broadway 
chorus girl for this honour instead of Ethel 
Barrymore. The resulting situations are 
very amusing. Doris Day, as pretty as ever, 
is supported by Ray Bolger and Claude 
Dauphin. Worth seeing. 


The Star 


The story of the ageing film star once one 
of the biggest box office draws and an 
Academy Award winner, who cannot forget 
she is a star. Disillusioned and broke she 
gets drunk and lands in prison. She finds 
redemption through the love of a man she 
once selected for a leading part in one of her 
films. A good picture, well acted by Bette 
Davis with Sterling Hayden co-starring. A 
film to see. 


Rough Shoot 


Potting at a poacher with buckshot leads 
to considerable trouble for the shooter, and 
discloses peculiar happenings connected 
with currency racketeers, spying and M.1.5. 
The action takes place mainly in Dorset 
and ends up in Madame Tussaud’s. It is 
an exciting and enjoyable film. The stars 
are Joel McCrea, Evelyn Keyes, Herbert 


Lom, Marius Goring and Roland Culver. 
(From the novel by Geoffrey Household.) 


Above and Beyond 

The training for the dropping of the 
atom bomb on Hiroshima by Col. Paul 
Tibbets. Side by side with this toj»-secret 
training we see the effect on his home life 
and on his wife. The film, almost too tense, 
is beautifully acted and photographed. 
Robert Taylor, Eleanor Parker and James 
Whitmore head a good cast. 


At the Theatre 


THE WAY OF THE’ WORLD, by 
William Congreve (The Lyric, Hammer- 
smith). 

John Gielgud’s season at the Lyric, 
Hammersmith, continues with The Way 
of the World, a good play, but one whose 
plot is so involved that no one need bother 
with it. A succession of star names give 
the play plenty of style, and if some of the 
characters are perhaps not quite as Con- 
greve intended and there is some lack of 
playing together, there are still many good 
things—the rather subdued Mirabel of John 


Art Galleries and Museums 


A criticism often levelled at museums 
by the unenthusiastic is that they cost a 
great deal to keep up and they do not 
affect the lie of the man in the street. 
This museum answers that charge effec- 
tively. It is also one of the most sombre 
exhibitions that the man or woman in the 
street could visit. 

The main aim of the museum is to show 
employers and workers how to comply with 
the Factories Acts. A dull aim? Somehow 
the Abstracts rather faded, as pasted up 
on the wall of a factory, lack the 
romance necessary to justify a museum, 
but in truth masses of the people of the 
country owe their safety, health and welfare 
to them. 

In this museum there are shown pieces 
of machinery together with safety guards 
and precautions taken against the maiming 
and death that otherwise would follow in 
the train of mechanical progress. Nearby 
are photographs and restrained descriptions 
of the terrible accidents that may follow 
a girl’s reluctance to wear a protective cap 
or a man’s impatience with a safety guard. 

Most of the horror of accidents at 
work and in the home is their unex- 
pectedness amid prosaic surroundings. 
Death is robbed of much of its terror when 
it is half-expected and the very ordinari- 
ness of many of the ‘everyday’ exhibits 
which have caused fatal tragedies is the 
more telling. In one showcase is a selection 
of electric bulb holders each of which has 
caused a death. Many of these deaths were 
no doubt of quite innocent parties. For 
instance, an inspection lamp was laid on a 
car engine, a faulty connection made the 
whole car live’ and someone touching 
the back of the car was killed. 

Faulty light switches, exposed wiring, 
missing guard rails, obscured warning 
notices, frayed rope; little expense is 


involved in correcting them when compared 
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Pamela Brown (Millamant), John Gielgud 

(Mirabel) and Margaret Rutherford (Lady 

Wishfort) in a scene from John Gielgud's 
production, ‘ The Way of the World’. 


Gielgud; Paul Scofield’s Witwoud—a very 
funny fop; moments of Pamela Brown’s 
Millamant (which seems on too small a 
scale. altogether), Margaret Rutherford 
acting Margaret Rutherford as Lady Wish- 
fort, and lovely mellow settings and 
costumes by James Bailey. 


No. 9. SAFETY, HEALTH AND 
WELFARE MUSEUM 


—setting aside a man’s pain or family’s 
bereavement—with the cost of lost time 
due to accidents. To learn from experience 
is a lengthy process with the immense 
variety of possible accidents in any organiza- 
tion and a timely visit to this museum 
might well avoid unhappy lessons. Also 
this museum may be said to carry on the 
work of Shaftesbury and others to prevent 
the unprincipled taking advantage of the 
ignorant and making profit out of undue 
risks to the health and life of workers in 
their employ. 

Of especial interest to nurses is the 
section devoted to industrial diseases which 
includes striking models of the effects of 
the diseases on parts of the anatomy and 
suggestions for avoiding their incidence. 

The appalling ignorance of workers and 
employers in safety matters that may cause 
disaster is perhaps typified by the safety 
lamp shown which was used on board a ship 
where there was danger from inflammable 
gases. Had this ship sunk with all hands 
it might have been passed off—with 
customary platitudes—as an act of God. 
In fact, when the ship was in port, the 
lamp was discovered by some intelligent 
person who sent it to the museum, for the 
gauze (surrounding the flame) which made 
it safe to use in possible gases had become 
clogged with dirt and the light iestored 
by piercing the gauze in many places with 
a nail. For such ignorance many may 
die: to fight such ignorance the museum 
was established in 1927 and its value is 
as great as ever today. It is one of the 
least known in London but one of the most 
vital. 

The Safety, Health and Welfare Museum, 
Horseferry Road, London, S.W.1, is open 
on weekdays from 10 a.m. to 4 p.m. and 
on Saturdays from 10 a.m. to 12 noon. It 
is closed on Sundays and Bank Holidays. 
Admission is free. D.S. 
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FLOOD 


An Emergency Experience—by a 
Health Visitor 


HEN the flood waters came to Essex a 

housing estate and factory site were 
flooded at Tilbury and Purfleet. Twelve 
centres were set up in schools and other 
large premises, and some 6,000 people were 
accommodated in them. The influenza 
epidemic was flourishing in South East 
England and the abnormal conditions, 
lowering resistance, took their tol]. A hut 
unit at Aveley was opened with separate huts 
for uncomplicated measles, chickenpox, 
and whooping cough; but there were still 
sick children who would normally have been 
nursed in their own homes but could not be 
cared for among 20 people in a school class- 
room. A day nursery in Grays was there- 
fore emptied of its young occupants and 
converted into a residential nursery for 
these semi-sick children. It was manned by 
an R.A.F. medical unit and the remaining 
day nursery staff. 

After a week the R.A.F. team were with- 
drawn to another part of the county and a 
local general practitioner and health visitor 
from an unflooded area joined the nursery 
staff. Over 100 children were cared for, so 
that during the crisis valuable hospital beds 
were kept available for the very sick. 

This was the ‘ dry bones ’ of the situation, 
but how very lively was the real human 
situation. When I arrived from a dry area 
the unit was already working smoothly and 
it seemed as if every type of person and 
organization was represented among the 
helpers. Throughout the week a steady 
stream of people from the domestic help 
service, the St. John and Red Cross Organi- 
zations, the Sea Cadets, school teachers and 
housewives came in, helped magnificently 
and went quietly out again. So quietly that 
it was difficult to thank many of them 
for their services. 

The nursery nurses worked incredibly 
hard for long shifts and the St. John nurses 
and cadets worked efficiently alongside the 
staff. 

Cook was not only first class at her own 
job but took the place of a much loved 
granny of a small boy of six who was 
temporarily cut off from his relatives. 
Luckily she had the joy of seeing him united 
with his mother who came to us from a 
maternity home with an 18-day-old baby. 

It was an interesting experience to work 
with a general practitioner, and the week 
has made this health visitor look forward to 
the day when such close unity will be 
maintained throughout the Health Service. 
Indeed this close contact as colleagues of 
general practitioners and voluntary services 
with all branches of the public health staff— 
clerical, domestic and nursing—working 
together, under the direction of the medical 
officer of health, was an _ outstanding 
experience. 

In view of our present concern over the 
effect on small children of separation from 
their parents I was surprised at the 
difficulty encountered in persuading parents 
to visit their children frequently. My 
suggestion of twice daily visiting met with 
little success and I was told. “ He will fret 
if he sees me”’, and “I have always been 
told it’s better not to visit children until 
they can come home’’. It seems there is a 
lot of work to be done to make our present 
views understood. It was humbling too to 
observe how much more appreciative the 

children were of visitors not in nursing 
uniform, And the doctor not in a white coat 
met very few tears. 
Luckily the danger appears to be over and 








RELIEF 


this unit is now closed; but I shall always be 
glad to have worked with these colleagues, 
and to have met some of the problems we 
will have to solve in our day-to-day work in 
the future. 


Pharmaceutical Society Fund 


The Italian Pharmaceutical Society has 
sent 100,000 lire to the fund which the 
Pharmaceutical, Society is raising to assist 
chemists who have suffered in the East 
Coast flood disaster.. Thirty of them have 
reported damage and already more than 
£9,000 has been collected to help them; 
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the Armour Laboratories of America have 
contributed 100 dollars. 


Lewisham Group 


Lewisham Group Hospital Management 
Committee reports that as the British Red 
Cross Society’s central warehouse proved 
inadequate to deal with the large quantities 
of flood relief supplies sent there, the 
Committee has placed two empty wards at 
Park Hospital at their disposal. The 
Women’s Voluntary Services having exper- 
ienced considerable difficulty in obtaining 
sea-boot stockings for flood defence workers, 
the Regional Board referred the matter to 
the Group and 185 pairs of operation stock- 
ings were immediately collected and 
despatched. 


Nursing Officers of Regional Boards 


May I congratulate you on your leading 
article of February 14 dealing with the 
position of Nursing Officers to Regional 
Hospital Boards. Your outline of the 
position which has been established is 
so detailed and comprehensive that no 
additions are necessary, but as a Senior Ad- 
ministrative Medical Officer to a Regional 
Hospital Board, I want to endorse all that 
you have said with regard to the importance 
of such an appointment. In order that the 
Regional Board as part of its responsibility 
in supervising and planning the hospital 
services in its area should take fully into 
account the nursing aspects, it is most 
essential to have a competent and 
experienced nursing officer who can readily 
express the requirements of nursing policy. 
In the absence of such a person these 
essential requirements can quite easily be 
overlooked, and if such an officer is 
appointed, she must be of sufficient 
seniority and status to speak with authority. 

It therefore follows that the salaries 
pavable should be such as to attract the 
right type of person and to establish the 
status of that person in the eyes of the 
nursing profession in the area, and to 
conform with the salaries which are paid to 
other professional officers of Regional 
Hospital Boards. 

With all the developments that are taking 
place in the nursing world at the present 
time, it is vitally essential that at regional 
level with access to Regional Hospital 
Boards, there should be someone who can 
speak with full knowledge of - what is 
required in the light of these changes. 

You are to be congratulated on emphasiz- 
ing the importance of this matter and you 
will do a great service to the hospital world 
if your emphasis on the importance of the 
work and status of the nursing officers to 
Regional Hospital Boards is recognized in 
those quarters which have a say in questions 
of status and salary. 

T. Ltoyp HuGuHEs, 
Senior Administrative Medical Officer. 


Residential Anomalies 


I think your health visitor correspondent 
who seems so envious of matrons and their 
good fortune as hospital residents his no 
idea of the anomalies that affect them. 
Being perhaps out of touch with hospital 
conditions and not knowing many matrons 
she may not know that though all are 
charged the same for board and lodging, 
there are many inequalities in returns. 
While some are blessed with a furnished 
house, use of garage maybe and services 
from a personal maid, or at least a self- 





contained flat, some get rooms varying 
considerably in comfort and convenience, 
or even a bed-sitting room with no personal 
service whatsoever, and have in addition 
to share bath and toilet facilities with all 
and sundry. 

Of course every institution cannot offer 
the same amenities, and numbers of beds 
vary. So do salaries. Why therefore 
should not the charges ? 

S.R.N., S.C.M., Housekeeping Cert. 


In Rural Areas 


Your correspondent ‘ Jack-of-all-Trades ’ 
is right when she says the main question 
should be ‘ which type of worker gives the 
best service to the community?’. Herown 
experience that the district nurse who is 
also the health visitor and school nurse is 
the more suitable for rural areas with a 
scattered population, is shared by many 
others. Rural and urban communities have 
very different traditions. The rural dis- 
trict nurse, as your correspondent says, 
becomes ‘the friend and confidant of the 
whole family’, and is herself part of the 
community. She is ‘our nurse’ to the 
people in the area, and they resent the 
intrusion of any ‘alien’ nurses, even though 
they may tolerate them as an expedient. 

This attitude dates from the days before 
State control of the Health Services, when 
communities formed ‘Nursing Associations’ 
to which they paid their regular subscrip- 
tions, and themselves selected and hired the 
nurse of their own choice; so that she was, 
in truth, ‘ our nurse’. 

Now, the Whitehall pundits know best 
what is good for the people, and from their 
point of remote control decree that all 
should be treated alike, irrespective of 
conditions or circumstances—or of the cost 
to the public. It cannot be said to be 
conducive to economy to have two nurses 
separately functioning in the same area. 

This is not intended to minimize the 
value of the health visitor’s work. Another 
of your correspondents, very rightly, 
stresses its fundamental objective and value 
as a long-term factor to promote health by 
preyention of disease, rather than cure. 

It is, of course, a fact that the special 
training to fit them to undertake health 
visiting work has not been taken by a great 
many of the district nurses at present 
operating in rural areas. But, surely, the 
approach of the Ministry of Health to the 
problem should be to appoint fully-trained 
nurses who can undertake ai/ the combined 
duties on appropriate districts where only 
one nurse is normally required, rather than 
waste the taxpayers’ money by duplication 
of effort ? It would naturally take time to 
train suitably sufficient staff, but the 
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difference in the conditions between town 
and country are so marked that the 
country-bred children would not suffer 
greatly by the delay in applying fully the 
long-term ideal of ‘ prevention rather than 
cure’, if in the meantime they continue to 
be left to the ministrations of their own 
nurses who bring them into the world and 
who get to know them so intimately and 
thoroughly. 
Any economic relief would be welcome at 
a time when the health services are costing 
far more than the country can afford. 
R. S. Davy, 
Major (Retired). 


Is Silence Golden ? 


Hospital noise! This creates a problem 
for architects who in the future will build 
ideal edifices for the sick and suffering. 

As I enjoyed being a hospital patient 
recently, | wondered if, when the time comes 
(if it ever does) when patients will be nursed 
in conditions of silence, they will pine for 
the good old days of noise—it is surprising 
how many things can be dropped by so few | 

However, I came thankfully into this 
familiar-sounding atmosphere in my hour of 
need. I am one of the people who live out 
in a smal] flat. Going home one evening 
with abdominal pain | hoped it would pass 
off in the night, but next morning when the 
flat occupants rushed out to work | found 
difficulty in leaving my bed. At last I 
struggled along to a friendly tenant who 
telephoned the matron, and I was soon en 
youte for hospital. All was prepared for me, 
including a friendly fire in my bedroom on 
the ward. Then it began—buckets rattled 
—for there cannot be a bright fire without 
coal. Lift gates banged merrily as patients 
and goods were delivered and departed. 
Sometimes lift gates were not properly 
closed, so then a voice bellowed “‘ GaTEs ” 
which, in my light-headed state sounded 
for all the world like a hotel porter calling 
‘Taxi’ in a London street; for the boom of 
traffic below is usually the bass background 
of the hospital orchestra of sound. Then 
for a time I was transported by taxi to an 
unknown destination—on and on— 

Voices ! These were welcome sounds after 
the silence of one’s own flat. Nurses’ 
cheerful tones as thev busied about their 


duties intermingled with the clatter of 
enamel pots and pans, for this is essentially 
a female hive of activity. 

I tried to count one day the number of 
times I heard sentences commencing with 
“Sister says .. .”. What authority and 
finality it carried! I realized anew the 
weight of responsibility which lay on the 
shoulders of a ward sister. No one was more 
willing than I to submit to her knowledge 
and decisions when I was too ill to know 
what was best for myself. Doctors and 
surgeons came and went but there was 
always Sister. How much the medical staff 
rely upon her experience and observations 
and how she can influence their decisions | 
Here is no small part of her responsibility. 

Then, the day’s activity over, the night 
nurse reigns supreme. It is her job to see 
that patients sleep. The odds against her 
success are quite high, for at night all sorts 
of devils come out of hiding holes. Pains 
which were endurable during the day 
become quite unendurable upon the appear- 
ance of the night staff. The central heating 
system, docile during the day, starts its 
antics at night—sprites begin racing in the 
pipes and crack their sides in their midnight 
revels. Every sound is magnified, even 
though the night nurse moves like a ghost. 

At last, the right physical and psycho- 
logical treatment administered, the patient 
can resist sleep no longer and sinks into a 
haven of peace. 

A hospital is indeed a place for ‘ sound ’ 
sleep. 

A NurRsE PATIENT. 


Ards Hospital, Newtownards 
A plaque in memory of the late Miss 
McQueen, matron of Ards Hospital, New- 
townards, Co. Down, from April 1938 to 
November 1949, will be unveiled on April 
10. 1953, at 3 p.m. Past members of the 
staff are invited. R.S.V.P. to matron. 


Register of Chiropodists 
The Board of Registration of Medical 
Auxiliaries has published the 1952 Register 
of Chiropodists. The Register will be 
supplied free to medical practitioners on 
application to the Secretary to the Board, 
British Medical Association, B.M.A. House, 

Tavistock Square, London, W.C.1. 


State Examination Questions 


The General Nursing Council for England and Wales 


PRELIMINARY. PART I 
ELEMENTARY ANATOMY and 
PHYSIOLOGY and HYGIENE 

Section A 
Three questions only to be answered. 

1. Describe the vertebral column. What 
are its functions ? 

2. Give a description of the structures 
forming the respiratory system. What is 
the mechanism by which air enters the 
lungs ? 

3. Give an account of the structure of the 
skin and describe its functions. 

4. Enumerate the various parts .of the 
nervous system. Describe the cerebellum. 

5. Give an account of the digestive juices 
found in the al‘mentary tract. 

Section B 
One question only to be answered. 

6. What diseases can be spread by milk ? 
How can this be avoided ? 

7. Two girls aged 13 and 15 are being 
allowed to choose what to take on a summer 
holiday in a remote part of the country. 
What should they include in their luggage 
and why ? ; 

8. Write what you know about: (i) filter 
beds; (ii) artificial (mechanical) ventilation. 


PART II 


THEORY AND PRACTICE OF 
NURSING including FIRST AID and 
INTRODUCTION TO PSYCHOLOGY 
Two questions only to be answered. 

1. Describe how the temperature, pulse 
and respiration of an unconscious patient 
can be taken. Why are these observations 
important ? 

2. Describe how you would deal with the 
following and in each case explain the 
importance of the measures taken: (a) 
sputum spilt on the floor by a patient 
suffering from pulmonary tuberculosis; 
(b) bedclothes from a patient suffering from 
typhoid fever; (c) surgical instruments after 
assisting with a dressing. 

3. A distraught mother calls to you from 
a window. You find a baby having con- 
vulsions. What will you do ? 

4. Answer either: (i) illustrate the changes 
in emot.cnal attitude that may be induced 
by fatigue; or (ii) discuss the advantages 
and disadvantages of forming habits. 


The Board of Examiners by whom these papers were'set is 
constituted as follows: G. A. Kiron, Esq., M.D., M.R,C.P.; 
Mrs. E. NorMAN, M.A.; Miss N. J. ASHWIN, S.R.N.; Miss 
E. W. M. Care, s.R.N.; Miss G. M. OLIVER, S.R.N., R.M.N. 
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BY OUR PARLIAMENTARY 
CORRESPONDENT 


The Hospital Endowments (Scotland) 
Bill was given a second reading in the House 
of Lords on February 18. 

The Earl of Selkirk, Lord in Waiting, 
explained that it was based on the recom- 
mendations of the Hospital Endowments 
Commission, which had recommended that 
part of these funds should be devoted to 
research, under an independent trust. There 
was a wide measure of support for the 
scheme in Scotland. 

The Bill set up the trust, and empowered 
the Endowment Commissioners to transfer 
funds to it. The chairman and members of 
the trust would be appointed by the 
Secretary of State. The trust would be able 
to receive also legacies and gifts. 

The Earl of Selkirk said that it was clear 
from the report of the endowment com- 
mission that there would be adequate funds 
for the hospital management boards. The 
purpose of the Bill was to enable the trustees 
to assist any medical purpose that might be 
brought to their attention if they thought it 
worthy of assistance. It mattered not 
whether the establishment concerned was 
connected with the National Health Service 
or was a private hospital, a university, or 
any other organization, if they considered 
it most useful to promote a particular type 
of research. 


Superannuation Bill 

The Local Government Superannuation 
Bill was given an unopposed second reading 
in the House of Commons on March 3, and 
remitted to a Standing Committee for 
further consideration. During the course of 
the debate, Miss Irene Ward said that the 
Royal College of Nursing was some what 
perturbed that in Clause 9 of the Bill there 
was no specific mention of State-registered 
nurses or State-enrolled assistant nurses. 
The Royal College had asked for the 
inclusion of State-registered nurses, State- 
enrolled assistant nurses, State-registered 
sick. children’s nurses and State-registered 
fever nurses, employed in homes or hostels, 
within the scope of the clause. The assur- 
ance of the Ministry of Housing and Local 
Government was not satisfactory to the 
Royal College of Nursing, which felt that 
the profession should not have to rely on 
the Ministry for designation under Section 
2(c) of the clause. The Royal College had 
also raised the question of their members 
employed in clinics and day nurseries and 
had been told that they did not come within 
the clause, and that it seemed likely that 
they might be covered under the Health 
Service regulations. Both these points 
should be reconsidered by the Ministry. 

Mr. Marples, Parliamentary Secretary to 
the Ministry of Housing and Local Govern- 
ment, said that it was extremely difficult to 
know where to draw the line regarding 
nursing and he invited Miss Ward to put 
down an amendment in Committee so that 
the matter could be considered. 

(The beginning of the debate is reported 
in Hansard, Vol. 512, No. 65, March 3.] 





AN UNUSUAL OPEN DAY 
St. George-in-the-East Hospital, Wapping, 
recently held an Open Day from 7.15 to 
9.15 p.m. to allow people interested in the 
National Hospital Service Reserve, but 
employed during the day, to visit the 
hospital and see nursing demonstrations, 

and exhibits of student nurses’ work. 
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When the ward is dim 











SLEEP—natural, undisturbed sleep—is a great healer. It is 
during the night hours, when the ward is dim, that the patients’ 
reparative processes are most active. To encourage the right 
kind of sleep, an evening beverage that is nourishing and yet 
easily assimilated is desirable. 

Delicious ‘ Ovaltine’ meets these requirements admirably. Its 
concentrated nourishment — which is reinforced with extra 
vitamins —is wholly beneficial to both physical and nervous 
systems. Its ready absorption into, the body enhances its 
nutritional effects. 


The question of serving a food drink which is restorative and 
which helps to promote the conditions favourable to natural, 
restful sleep is answered satisfactorily in countless Hospitals, 
Sanatoria and Institutions where ‘ Ovaltine’ is a routine evening 


~~ QVALTINE 


An aid to natural, restorative sleep 


Manufactured by A. WANDER LIMITED, Vitamin Standardization per 0z.—Vitamin B,, 
4 Upper Grosvenor Street, London W.1. 0.3 mg. ; Vitamin D, 350i.u.; Niacin, 2 mg. 



























‘TETMOSOL’ is an exceptionally 





powerful sarcopticide, now well-established 
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us a most efficient means of treatment. 








A particularly useful advantage 


is that its application does not cause pain. 


‘TETMOSOL’ 


TETRAETHS AM MONOSULPHIDE Trade Mark 








‘TETMOSOL’ SOAP is a 
pleasantly perfumed 
tablet, primarily de- 
Signed for use as a 
routine preventive measure 
against scabies. 









‘Tetmosol’ Solution (25%). Bottles of 100 c.c., 250 c.c. and 2 litres. 
‘Tetinosol’ Soap (5%). Single 3 oz. tablets and boxes of 36. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
A subsidiary company of Imperial Chemical Industries Ltd. WILMSLOW, MANCHESTER 
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Royal College 


Public Health Section 
EASTERN AREA CONFERENCE 


The Eastern Area Conference on The 
Revised General Syllabus of the General 
Nursing Council will be held in the Cowdray 
Hall, Royal College of Nursing, Henrietta 
Place, London, W.1, on Saturday, March 28, 
at 2.30 p.m. Chairman; Miss M. J. Smyth, 
S.R.N., S.C.M., H.V.Cert., Matron, St. 
Thomas’ Hospital, London, S.W.1. Speaker: 
Miss J. M. Calder, M.B.E., F.R.San.L., 
S.R.N., S.C.M., H.V.Cert., Chief Nursing 
Officer, London County Council, member, 
General Nursing Council for England and 
Wales. 

This Conference has been called so that 
public health nurses may have an oppor- 
tunity of hearing about the syllabus from 
Miss Calder, who as a member of the General 
Nursing Council has been closely associated 
with the revision of the syllabus and who 
will make special reference to those parts 
concerned with preventive medicineand the 
public health and domiciliary services. 
Public health nurses will wish to extend a 
warm welcome to Miss Smyth, Matron of 
St. Thomas’ Hospital and Vice-chairman 
of the General Nursing Council, who has 
so kindly agreed to take the Chair. 

Tickets, price 2s. (non-members 2s. 6d.) 
including tea, can be obtained from Miss 
M. K. Knight, Secretary to the Public 
Health Section, Royal College of Nursing, 
Henrietta Place, London, W.1. 


Public Health Section within the Harrow, 
Wembley and District Branch.—An open 
meeting will be held at London Road 
Clinic, Wembley, on Monday, March 9, at 
8 p.m. Dr. T. B. Binns, M.R.C.P., D.C.H., 
will speak on Some recent advances in 
Antibiotics and Immunization Procedures, 


illustrated by lantern slides. All nurses 
are invited. 
Public Health Section within the 


Manchester Branch.—A general meeting 
will be held in the Town Hall Extension 
(Committee Room No. 1, 3rd floor) on 
Wednesday, March 11, at 6 p.m. 


Occupational Health Section 


Birmingham and Three Counties Group. 
—A business meeting, followed by a film, 
will be held on Wednesday, March 11, at 
6.40 p.m. 


Edinburgh Group.—There will be a visit 
to Ethicon Suture Laboratory, Bankhead 
Avenue, Sighthill (buses 4 or 5) on March 12, 
at 6.30 p.m., for a tour of the factory (with 
demonstrations) and two films—Sutures 
since Lister, and Fractures. 


North Eastern Metropolitan Group.—A 
meeting will be held by courtesy of J. H. P. 
Lloyd, Esq., in the Locomotive and 
Carriage Works, Stratford, E.15, on Tuesday 
March 10, at 6.15 p.m. Dr. J. S. Binning 
will speak on The Railwayman and his 
Working Environment. Refreshments at 
6.15 p.m. Tvravel: Central Line train to 
Stratford. Do not leave the station but go 
to No. 11 platform and enter the Works 
main offices on your right; Mr. Lloyd’s 
office ground floor. Buses 661, 86a, 25, 96, 
10, 699, 697, 663 to Stratford Broadway, 
walk down Angel Lane and enter by No. 3 
Gate, Leyton Road, a continuation of 


Angel Lane. 


of Nursing 


Branch Notices 


Birmingham and Three Counties Branch. 
—The next general meeting will be held in 
the Lecture Hall, the Children’s Hospital, 
on Thursday, March 26, at 6.30 p.m. Miss 
Bowling, M.B.E., will speak on her work 
in Irak. The Secretary wishes to thank 
those members who replied so promptly to 
the Lord Mayor’s Appeal for help in 
collecting for the East Coast Flood Relief 
Fund. 

Hull Branch.—Heinz films— Facts about 
Food, and The Right Food for Baby—will 
be shown in the Recreation Hall, Hull 
Royal Infirmary, on Monday, March 9, 
at 7.30 p.m. 

Isle of Wight Branch.—The next meeting 
will be held at Ryde County Hospital, by 
kind permission of Miss Martin, on Saturday, 
March 21, at 3 p.m. 

South Western Metropolitan Branch.— 
A general meeting will be held at No. 7, 
Knightsbridge (Hyde Park Corner), on 
Wednesday, March 11, at 6.30 p.m. 

Wigan Branch.—A meeting will be held 
at The Royal Infirmary, Wigan, on Wednes- 
day, March 11, at 7.30 p.m. 


Educational Fund Appeal 


Watford 

The 10th annual March Hare’s Ball will 
be held in aid of the Educational Fund 
Appeal at the Town Hall, Watford, on 
Friday, March 13, from 8 p.m.—l1l a.m. 
Tickets, 12s. 6d., may be obtained from the 
Branch Secretary, Miss B. M. Slaney, 18, 
Coldharbour Lane, Bushey, Watford, Herts. 





Membership forms for the College 
may be obtained from the General 
Seeretary, Royal College of Nursing, 
Henrietta Place, Cavendish Square, 
W.1, or local Branch Secretaries. 








Radioactivity Study School 


The Occupational Health Section, 
Scottish Area, is holding a weekend study 
school from March 20-23 at St. Regulus 
University Hall, St. Andrews, Fife. 

Friday, March 20 

8 p.m. Dinner. 


9p.m. Registration. 
Saturday, March 21 
9.15 a.m. Grammar of Atomic Energy (1) 


by Dr. J. M. Johnston, Dept. of Health for 
Scotland. 

10.15. Coffee. 

10.30a.m. Grammar of Atomic Energy (2) 

11.45a.m. The Use of X-ray and Radio- 
active Materials in Industry, by Dr. Ethel 
Browning, H.M. Medical Inspector of 
Factories. 

6 p.m. The Occupational Health Section, 
by Mrs. I. G. Doherty, Royal College of 
Nursing. 

8 p.m. Film. 

Sunday, March 22 

9.30 a.m. Casualty Arrangements in Civil 
Defence, by Dr. John Smith, Dept. of Health 
for Scotland. 

11.15 a.m. Divine Service at the Uni- 
versity Chapel. Preacher: Rev. D. H. C. 
Read, B.D., Chaplain to the Queen in 
Scotland. 

2.30 p.m. Nursing Aftercare, by Miss 
M. C. N. Lamb, Education Officer, Royal 
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College of Nursing, Scottish Board. 
3.30 p.m. Discussion and Summing Up 


5.30 p.m. Bus to Leuchars to connect 
with trains for Glasgow and Edinburgh, if 
required. 

8.30 p.m. Variety Show—Student 


Nurses’ Conference. 
Fees: College members £3, non-members 
£3 5s. 

Details and enrolment form from Miss 
A. McDermott, 1, Montgomery Terrace, 
Milton of Campsie, by Glasgow. The form 
should be returned by March 6. 


Branch Events 


Dartford and North Kent 


The annual general meeting was held on 
February 16 at the West Hill Hospital. 
Members and visitors heard Miss A. Gay- 
wood speak on matters of interest to all 
nurses. She implored nurses to take a more 
active part in all professional concerns; 
there was a-grave danger that their status 
and conditions of service might be controlled 
by non-nursing personnel. 

Mrs. Landau was unanimously re- 
elected president for another year and gave 
a welcome to all present. The office bearers 
for the ensuing year are: chairman, Miss 
C. M. Courtenay; hon. treasurer, Miss M. V. 
Gantry (re-elected); hon. secretary, Miss E. 
Bingham (re-elected). The Branch hopes 
to have an interesting social programme for 
all members during Coronation year. 


Isle of Wight 


The annual dinner was held at the 
Regency Restaurant, Newport, on Friday, 
February 20. The President, Lady Baring, 
attended and the guests of honour were 
Miss Copley, Eastern Area Organizer, 
Mr. and Mrs. E. Castle, Deputy Mayor and 
Mayoress of Ryde, Dr. and Mrs. Wallace 
and Mr. and Mrs. S. R. Bird. 

The annual general meeting was held 
at the Community Centre, Newport, on 
Saturday, February 21. The President was 
in the chair. Miss Copley was present and 
gave an interesting address. The officers 
elected for the year were Miss E. H. Moss, 
chairman; Miss G. Cooper, vice-chairman; 
Mrs. T. R. Margham, Hon. Secretary; 
Miss B. Filley, Hon. Treasurer. The com- 
mittee vacancies were filled by Miss Grant, 
Miss Johnson and Miss Woollett. 


Woman’s Hour Guest Speaker 


Listeners to Woman’s Hour on the B.B.C. 
last Wednesday heard Miss F.Goodall,C.B.E., 
General Secretary of the Royal College of 
Nursing, give a short talk as the guest 
speaker. In the course of her talk, Miss 
Goodall spoke of the increasing demands 
made today by the administrative machine 
in the business of caring for the sick: ‘‘ but 
I am very anxious’’, she said, “‘ that we 
should not let this push into the background 
the proper cherishing of patients which is 
what we nurses mean by nursing.’”’ 


NURSES APPEAL COMMITTEE 
Nation’s Fund for Nurses 


This is Coronation year, and we are very 
happy indeed to have received, with the 
other most welcome donations, ‘a special 
Coronation year contribution’ of £40 from 
the Portsmouth Branch. This Appeal is 
for The Nation’s Fund for Nurses and we 
hope to celebrate this Coronation year of 
1953 by showing a larger total of contribu- 
tions than ever before. In order that this 
important Appeal may meet with success 
we ask for the help. and co-operation of all 
in our profession. Please commemorate 
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this eventful year by sending a donation 
to this Fund. 
Contributions for week ending February " 


s. 
Sir Frederick Leggett, K.B.E.,C.B. .. oe ef 
Miss I. Irven.. iti me 3 > Se 
Miss A. I’. Boys is ps oak ~. £28 
Miss J. Thomson i a ae Ss 5 0 
Special ( oronation Year Contribution from the 
Portsmouth Branch ae ag .. 40 0 0 
Alder Hey Children’s Hospital. Monthly 
donation 6 F +s eae 0 
Miss D. brewer .. ae “ys Pm pan 10 0 
Miss E. M. Fildes sa ~ i me 00 
General Infirmary at Leeds, Student Nurses’ 
Association Unit é Pat ox . 0 
Total {5411 0 


We acknowledge with many thanks 

parcels from Miss Ranking and Miss Cliere. 

W. SPICER, 

Secretary, Nurses Appeal Committee, Royal 

College of Nursing, Henrietta Place, 
Cavendish Square, London. 


Queen Alexandra’s Royal Naval Nursing 
Service and Reserve.—The reunion of 
nursing officers will be held in London on 
Saturday, June 13. Tickets, 12s. each, 
from Miss L. L. Phillips, 5, Hereford Court, 
Hereford Road, Southsea. 

Sister Olive Haydon Memorial Lecture.— 
Professor J. C. McClure Browne will lec- 
ture on Episiotomy at the General Lying-in 
Hospital on Wednesday, March 18, at 
6 p.m. 

The Association of Nurse Teachers.—A 
meeting will take place at Paddington 
Hospital, Harrow Road, W.9, on Saturday, 
March 14, at3 p.m. All tutors are welcome. 

The Royal Institute of Public Health and 
Hygiene.— The Contribution of the Health 
Centre to the Public Health, by J. A. Scott, 
0.B.E., M.D., M.R.C.P., in the Lecture Hall 
of the Institute 28, Portland Place, London, 
W.1, on Wednesday, March 18, at 3.30 p.m. 


Housing Conference in London‘ 


The Housing Centre is holding a con- 
ference, Taking Stock: Slums, Improve- 
ments, New Building, at the Centre, 13, 
Suffolk Street, Haymarket, S.W.1, from 
June 10—June 12. 

Wednesday, June 10 

10.30 a.m. to 12.30 p.m., An Assessment 
of the National Stock and the Next Desirable 
Moves, by Sir John Wrigley, K.B.E. 
Chairman: Prof. Sir Patrick Abercrombie, 
M.A., F.R.I.B.A., M.T.P.I., President, The 
Housing Centre. Discussion. 

Thursday, June 11 

10.30 a.m. to 12.30 p.m. The Position 
in Industrial Urban Areas. Chairman: 
Mr. Paul S. Cadbury, C.B.E. The Situation 
in York, by Alderman Mrs. Crichton, 
Chairman of the Housing Committee, York 
City Council; The Situation in Birmingham, 
by Mr. T. H. Parkinson, Deputy Town 
Clerk, Birmingham’ City Council. Dis- 
cussion. 

2.30 p.m. Housing Architecture, an 
illustrated lecture by Mr. Peter Shepheard, 
A.R.1.B.A., B.Arch. 

Friday, June 12 

10.30 a.m. to 12.30 p.m. The Position in 
Rural Districts. 

2 p.m. Tour to Harlow New Town 
(returning to London 7 p.m. approx.). 

Tuesday, June 9 

5.30 p.m., Special Session for Women 
Delegates. Women’s Contribution to 
Housing. 

Applications should be made to the 
Secretary, The Housing Centre Trust, 13, 
Suffolk Street, Haymarket, London, S.W.1. 








A ppointments 


Medway Central Preliminary Training 
School, Maidstone 

Miss MarGaret A. BUuLLEN, S.R.N., 
S.C.M., R.S.C.N., Diploma in Nursing, 
University of London, Housekeeping Cert., 
Sister Tutor Cert., Manchester University, 
took up her duties as principal sister tutor 
on January 12. Miss Bullen, who trained 
at the Royal Liverpool Children’s Hospital 
and Royal Infirmary, Preston, has been 
ward sister and night sister at the Royal 
Liverpool Children’s Hospital, ward sister 
at Southport Infirmary and assistant matron 
at the Royal Manchester Children’s Hos- 
pital. She has also held teaching posts at 
the last named, at St. Mary’s Hospital, 
Manchester, and The Hospital for Sick 
Children, Great Ormond Street. Before 
going to Maidstone Miss Bullen was 
principal sister tutor at the Joint Pre- 
liminary Training School, Royal Liverpool 
Children’s Hospital. 


St. Albans City Hospital 

Miss MARGARET GWYNETH WILLIAMS, 
S.R.N., S.C.M., has been appointed matron. 
Miss Williams trained at Addenbrooke’s 
Hospital, Cambridge, where she held a 
number of staff posts, including that of 
assistant matron. She took her midwifery 
training at the Maternity Hospital, Birming- 
ham, and a catering course at the London 
Hospital, E. 1. Since 1946 she has been 
matron of Warrington Infirmary. 


COLONIAL NURSING SERVICE 


The following appointments have been 
made by Queen Elizabeth's Nursing Service: 

Promotions and transfers: as hospital matron—Miss 
S. Leedham, Gold Coast; as nursing sisters—Miss M. 
Peddie-Smith, Nigeria; Miss S. M. Ward, North Borneo; 
as senior nursing sister—Miss S. D. Spencer, Nigeria. 

First appointments: as nursing sisters—Miss K. M. 
Barr, North Borneo; Miss M. Bowen, Cyprus; Miss J. H. 
Brice, Federation of Malaya; Miss M. Charman, 
Northern Rhodesia; Miss K. Dean, Federation of 
Malaya; Miss D. Hamur, Northern Rhodesia; Miss B. M. 
Hankin, Tanganyika; Miss J. K. Jenner, Cyprus; 
Miss J. C. May, Nigeria; Miss C. A. O’Brien, Federation 
of Malaya; Miss A. E. Rae, Uganda; as health sister— 
Miss J. Davies, Federation of Malaya. 

Other Colonial appointments : as almoner—Miss O. B. 
Dunkerley, Federation of Malaya and Singapore. 





INTERNATIONAL HOSPITAL 
CONGRESS 


The Rt. Hon. Iain Macleod, M.P., 
Minister of Health, will open, the Eighth 
International Hospital Congress of the 
International Hospital Federation, to be 
held at Church House, Westminster, from 
May 25 to 30, under the gracious patronage 
of Her Majesty the Queen. The central 
theme of the Congress will be Preventive 
Medicine as a Major Function of the 
Hospital, and its Implications. 





Obituary 


Miss A. E. Cotterell 

We regret to announce the sudden death 
of Miss A. E. Cotterell after a very short 
illness. Miss Cotterell trained at Lambeth 
Hospital, London, and for,some years she 
has held the post of assistant home sister 
at Farnham Hospital, Surrey. She was a 
member of the Royal College of Nursing. 


Miss S. A. Jubb 


We regret to announce the death, at the 
age of 91, of Miss Sarah Ann Jubb, A.R.R.C., 
who is described as one of the few remaining 
Florence Nightingale nurses; she trained at 
Liverpool Royal Infirmary under Miss 
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Staines, who received her training under 


Florence Nightingale. After 20 years’ 
nursing Miss Jubb became matron of the 
Accident Hospital, Horwich, which post she 
held until her retirement in 1936. Miss 
Jubb was active in the Red Cross detach- 
ment at Howden and was much in demand 
as a lecturer. She was a member of the 
Royal College of Nursing. 


Miss I. E. M. Kinkead, 0.B.E., R.R.C. 


We announce with regret the death of 
Miss Isabel E. M. Kinkead, O.B.E., R.R.C., 
formerly Principal Matron, Queen Alex- 
andra’s Imperial Nursing Service. Miss 
Kinkead trained at the London Hospital 
and served in Q.A.I.M.N.S. from 1913-45. 
She nursed with the British Expeditionary 
Force during the first world war, and later 
in Egypt, India and this country until her 
retirement in 1945. For her long and 
valuable services Miss Kinkead was awarded 
the O.B.E. and the R.R.C. (first class). 


Miss M. Machell 

Sick children’s nurses in particular will 
regret to learn of the death, last December, 
of Miss Margaret Machell, matron of the 
Girls’ Heritage Craft Schools and Hospitals, 
Chailey, until her retirement in 1950. 
Miss Machell trained at the East London 
Hospital for Children, Shadwell, and St. 
Mary’s Hospital, Paddington, at both of 
which she afterwards held sister’s posts, 
becoming assistant matron at the East 
London Hospital. She was the first Hon. 
Treasurer of the Association of Sick 
Children’s Hospital Nurses and a member 
of the Association’s executive committee 
from its formation until the time of her 
death; she was also the first honorary 
editor of the News Letter published by 
the Association. 

Miss Machell will be remembered for her 
loving care for children and the high 
standard she expected from the nurses. A 
memorial fund has been opened and dona- 
tions should be sent to Miss A. L. Barnard, 
The Heritage Craft Schools and Hospitals, 
Chailey, Sussex. 


Miss J. G. Tate 

The death is announced with regret of 
Miss Jessie Gregory Tate at the age of 75. 
After training at the West Ham Infirmary, 
Miss Tate served at the Medical Mission 
Hospital, Plaistow, at Croydon Infirmary, 
Townley’s Hospital, Bolton, and at Bromley 
Infirmary, Kent. She held the post of 
Superintendent of Nurses, Farnborough 
Hospital, on her retirement in 1936. Miss 
Tate was a founder member of the Royal 
College of Nursing. 


Miss E. M. Ward, A.R.R.C. 


We announce with regret the death of 
Miss Evelyn Myra Ward, aged 81, former 
matron at the General Infirmary, Burton- 
on-Trent, where she served for 20 years, 
retiring in 1932, Miss Ward trained at 
Addenbrooke’s Hospital, Cambridge, and 
held posts at Poplar Accident Hospital, 
Addenbrooke’s Hospital, Stamford In- 
firmary and Derby Royal Infirmary, where 
she was night superintendent and after- 
wards assistant matron. During the first 
world war, Miss Ward was granted leave 
of absence to undertake work at Cambridge 
Military Hospital, and was awarded the 
A.R.R.C. She was a member of the Royal 
College of Nursing. 


CORRECTION 
Mrs. E. A. Wellings, S.E.A.N., asks us to 
state that she trained at Corbett Hospital, 
Stourbridge, as this was omitted in the 
publication of her policy as a candidate for 
the Assistant Nurses Committee of the 
General Nursing Council. 
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The Cultivation of Bacteria 


most important factors is the observation 

of their growth. Their propagation is 
known as the culture of bacteria, and as in 
the case of propagation of all kinds of life 
certain fundamental needs are essential for 
satisfactory growth. Chief amongst these 
needs is food. Collectively these foods are 
termed media and they must include 
carbohydrates, proteins, water and salts. 
Media may be defined as soil in which 
the bacteria are sown. Most bacteria pvefer 
media which is slightly alkaline or neutral 
in its reaction. It is also essential that the 
media is sterile and when once prepared its 
sterility must be maintained until inocula- 
tion takes place. The method of sterilization 
will be dealt with later. The media may be 
liquid (broth) or it may be of a solid 
consi tency. In the case of a solid media 
it is usually of a broth base which has been 
solidified by the addition of gelatine or agar. 

Agar or agar-agar is a gelatinous sub- 
stance derived from dried tropical seaweed. 
When this is added to broth ic gives an 
excellent solid medi@which is used extens- 
ively in laboratories today. It liquefies at 
98°C. and solidifies at 45°C. It is easily 
cleaned by the addition of the white of an 
egg; this coagulates the gross particles when 
heated which are then easily held back 
during filtration. Although this media is 
used extensively it is not satisfactory for the 
culture of all bacteria. Certain bacteria 
Tequire the use of special media and a 
detailed list of the various media used in 
these cases is given later. 


|= the identification of bacteria one of the 


The Use of Media 

Generally speaking the media supports 
the growth of the bacteria but different 
types of media evoke different reactions and 
a more detailed identification can be 
obtained by using various kinds. For 
instance, the power of bacteria toa 2; lutinate 
when certain types of serum are used, their 
ability to ferment certain sugars when these 
are included in the media, all serve their 
different purposes in the identification of 
bacteria. 

N trient broth is the niost commonly used 
medium and is prepared as follows. Finely 
mince some lean meat or ox heart which has 
previously been freed from fat. To each one 
Ib. of this preparation add one litre of 
distilled water. The mixture should then be 
left in cold storage for 24 hours. In some 
laboratories a commercial meat preparation 
is substituted for this. At the end of the 24 
hours the mixture is pressed through a 
muslin strainer. The juice extracted in this 
way should be a bright red colour and should 
be boiled for 15 minutes. Skim off any fat 
which appears and then filter the solution. 
The boiling will turn the solution to a dark 
brown colour; the amount should be 
measured and the solution made up to its 
original volume with distilled water. 

During boiling, certain foodstuffs, 
especially the protein, are destroyed and 
for this reason peptose to the amount of 
two per cent. and salt to the amount of 
one per cent. is added. The reaction of this 
solution is usually too acid for the growth of 
bacteria and the addition of sodium 
hydroxide will neutralize this reaction. 

When the media is made it is poured into 
test tubes, or in the case of solid media into 
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Petri dishes. These are circular glass dishes 
about three inches in diameter and a half 
inch deep. A lid of similar construction but 
with a slightly larger diameter covers it, 
thus forming a bacteria-proof chamber. It 
will be remembered that gelatine liquefies 
when warm and solidifies when cool, this 
property of gelatine greatly facilitates the 
pouring of the media into the tubes and 
dishes. When preparing a tube for the 
growth of bacteria on a solid media the tube 
is held in a sloping position. This slope, 
which gives a greater area of growth, is 
known as an Agar slope. When a culture is 
made it is referred to as a colony. These 
colonies when made on Petri dishes are 
called plates and the process of making these 
plates is known as plating. 

To ensure complete sterility it is necessary 
to put the tubes containing the media into 
an autoclave for 20 minutes on three 
consecutive days. This ensures freedom 
from spores which may not have been killed 
at the previous heating and which may have 
germinated since. 


The Culture of Anaerobes 


It will be remembered that certain types 
of bacteria will not grow in the presence of 
oxygen. In the case of culturing organisms 
which belong to this class the following 
procedures are adopted to exclude oxygen 
from the plates and tubes. 

Stub Culture: the media in the tube is 
gently boiled to release the oxygen and is 
then cooled. A platinum needle is then 
inoculated with the material for culture and 
this is stabbed into the media and with- 
drawn. The upper portion of the media is 
then warmed to seal off the track made 
by inserting the needle. The tube is then 
plugged and sealed. 

Siake Cutur:: the same method is 
used to exclude the oxygen from the tube. 
The material is then inoculated in liquid 
form by means of a sterile pipette. The 
tube is rotated between the hands in order 
to mix the conte 'ts and is then sealed in the 
same manner as for stab culture. A layer of 
sterile vaseline or liquid paraffin poured 
directly on to the media is a method 
employed to ensure the absence of oxygen. 
The inoculation should be made at a 
temperature of about 40-15°C. 

Another simple method is by the use of 
pyrogallic acid. The combination of an 
alkaline, like caustic soda 20 per cent., with 
pyrogallic acid readily absorbs oxygen. If 
the top of the plug in the test tube contains 
this combination when sealed off with 
vaseline a reasonable culture can be made. 


McIntosh and Filde’s Tube 


The use of the McIntosh and Filde’s tube 
is a rather more complicated method and 
depends on the principle of the combustion 
of hydrogen and oxygen, which acts as a 
catalyst. The apparatus consists of a jar 
about six inches in diameter and about eight 
inches deep. On the inside of the lid is a 
piece of palladinized asbestos; this is 
surrounded by a coil of resistance wire, the 
terminals of which are attached to the lid. 
The lid also contains two valves, one for the 
inlet of the hydrogen and the second for the 
outlet of air. 

After the inoculation of the tubes or plates 


they are placed inside the jar and the lid 
secured and made airtight. Hydrogen is 
then introduced through one of the valves 
and a current passed through the resistance 
wire, thus producing heat. Combustion of 
the hydrogen and oxygen takes place and 
the consumed oxygen is slowly replaced with 
hydrogen. Ifan aqueous solution of methy- 
lene-blue is added, in the absence of oxygen 
it will become colourless. After closing the 
valves the jar is then placed in the incubator. 


Pure Cultures 


To study accurately the cultural 
characteristics of an organism, it is 
necessary to isolate it, for most of the 
materials sent to laboratories for examina- 
tion contain many varieties of bacteria. To 
study one particular kind it is necessary to 
separate it from the others. This-process is 
known as obtaining a pure culture. Briefly, 
this is obtained by a process of either 
dilution or plating. 

The material from which the culture is to 
be obtained is diluted in saline, water or 
broth. A specimen from this diluted 
material is then placed in a fluid media. 
This is not a very reliable method and the 
second process is more often used. 

In plating, a platinum loop is inoculated 
with the material from which the culture is 
desired. This is staked over the media of 
three or four plates without recharging the 
loop. In this way the bacteria are so thinly 
distributed over the surface of the media 
that a pure culture can be obtained. 


Fermentation 


To study the fermentation power of 
bacteria certain sugars are added to the 
media; generally these sugars are dextrose, 
lactose and saccharose. The plates contain- 
ing these different sugars are inoculated and 
then observed for acid formation and gas 
production. A piece of sterile litmus paper 
will reveal the acid formation and the 
appearance of bubbles will indicate the 
presence of gas. 

When grown on artificial media some 
organisms produce a characteristic pig- 
mentation and the colony appears to be 
coloured. These organisms are called 
chromogenic bacteria. 

The bacteriological incubator is an 
insulated but well ventilated cabinet which 
is kept at a constant temperature by means 
of a thermostat. It is fitted with perforated 
shelves and is usually electrically heated. 
It might be described as the greenhouse of 
bacteriological growth, for in it are placed 
the plates, etc., containing the inoculated 
media. As there are many types used today 
it is impossible to give a detailed list of the 
various preparations of culture media; 
however, a few of the basic ones are 
mentioned here. 

With the blood agar method, sterile 
defibrinated blood is added to the agar just 
before it begins to solidify. It is then 
allowed to cool in the Petri dish or tube. If 
a tube is used it will be held in the sloping 
position. , 

Glucose agar is prepared by the addition 
of glucose, in a one per cent. strength, to the 
ordinary nutrient agar. It is used chiefly in 
the cultivation of moulds and yeasts. _ 

Boiled blood agar or chocolate agar 1s a 
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media for the culture of the bacillus 
influenza and Streptococcus viridans. It is 
pared in the following way. Blood agar 
media is heated by immersing it in boiling 
water for one minute. It is then allowed to 
solidify in a dish or tube. During this 
process it takes on a characteristic chocolate 
colour. 

The method used for serum agar is to 
obtain some horse serum which must be 
sterilized and this is added to cooled melted 

ar. After mixing the media is allowed to 
set in either a tube or dish. This particular 
media is extensively used in the culture of 
streptococci, meningococci, pneumococci 
and gonococci. 

MacConkey’s bile salt agar contains the 
following substances: peptone 2 g., and 
godium taurocholate 0.5 g. These are 
steamed for two hours and then filtered 
while still hot; the solution is allowed 
to stand for 24 hours and is then refiltered. 
A two per cent. agar is dissolved in the solu- 
tion and a one per cent. solution of 
neutral red and of lactose added. The 
agar is then sterilized. It is used especially 
todistinguish the b. coli from the organisms 
of the typhoid dysenteric group. The b. 
coli ferment the lactose and produce a red 
colony whereas the other organisms present 
have no effect on the lactose and produce a 
colourless colony. 

Dorset’s egg medium is used to culti- 
vate the tubercle bacilli and is prepared 
as follows. Four fresh eggs are beaten up 
and 25 cc. of distilled water is added. The 
solution is strained through muslin to get 
rid of the bubbles and is then sterilized. 

For the potato medium several large 
potatoes are needed. These are cleaned and 
peeled, then a cylindrical portion is removed 
from the potato by means of a borer. This 
portion is cut obliquely into two, each of 





these portions is placed in a sterile tube with 
the thick end resting on the bottom of the 
tube. The tubes are then filled with sterile 
water and steamed for 30 minutes. The 
water is poured off and the tubes put into 
an autoclave. A preparation of glycerine 
and potato is sometimes used for the 
cultivation of the bacillus pertussis and the 
tubercle bacilli. 

Sabouraud’s medium is one of the most 
successful for the cultivation of fungi. It is 
prepared by the addition of a four per cent. 
maltose to an ordinary agar. The in- 
oculated medium should be kept at the 
ordinary laboratory temperature for about 
10 days. 

To obtain gelatine media add 10 to 15 per 
cent. gelatine to nutrient broth. The 
gelatine gives the media an acid reaction 
and after this has been adjusted the media 
should be cleaned with the white of an egg 
in the same way as in the preparation of 
agar. It should be sterilized at a low 
temperature as the setting qualities are 
interfered with by a high temperature. 





DISTRICT NURSE 
MIDWIFE FOR 40 YEARS 


Mrs. Kate E. Blake, awarded the M.B.E. 
in the New Year Honours, who was not well 
at that time, is now better but has been 
advised to give up her work on medical 
grounds. Mrs. Blake did her midwifery and 
district training at Plaistow through the 
facilities offered by the ‘then Norfolk 
Nursing Federation and in September 1914 
started work in the Ashby-de-la-Zouch dis- 
trict where she has stayed ever since. After 
nearly 40 years’ devoted service, Mrs. Blake 
writes that looking back over this long 
period she is grateful for the privilege of 
service in so happy an atmosphere. 


Sevenoaks Hospital 
Open Day 


At Sevenoaks Hospital on Saturday, 
January 31, an open day was held. It 
is estimated that some four hundred people 
visited the hospital departments and saw 
the exhibition prepared with a view to 
giving wider publicity to the National 
Hospital Service Reserve. 

The theatre was prepared for an appen- 
dicectomy and a sister explained what went 
on. In the X-ray department methods of 
X-ray were explained and films were on 
view. In the dining room two very inter- 
esting films, The Nurse and The Hospital 
Team, were projected. 

The exhibition was on show in the out- 
patient department which is a _ hut 
80 ft. by 30 ft. divided into cubicles and 
rooms; here staff were busy explaining to 
the public, anatomy (with the help of 
charts, bones and models), pathology (with 
specimens under microscopes) and the use 
of various drugs, etc. There were also an 
iron lung, oxygen tent with model patient, 
various splints and bandages, a pharma- 
ceutical display, leg extension, blood trans- 
fusion and, in an information bureau, 
members were busy explaining about the 
National Hospital Service Reserve, Civil 
Defence, Auxiliary Fire Service and Police 
Reserve—here colourful posters and pictures 
were much in evidence. 

The primary object of this open day 
was, of course, to encourage recruitment 
to the National Hospital Service Reserve. 
The effort was considered a success, and 
showed what can be done when all the 
members of the staff and various services 
work together for the common good in 
a national cause. 
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AL NORTHERN INFIRMARY AND 
RAIGMORE HOSPITAL JOINT 
ELIMINARY TRAINING SCHOOL 











Gynaecological, 
Part II Training School 
The post is next in seniority to that of Assistant Matron, and candidates must 
be S.R.N., S.C.M., and preferably have administrative experience. 


Chesterfield Hospital Management Committee 
SCARSDALE HOSPITAL, CHESTERFIELD 


Administrative Sister required for above Ilospital of 619 beds, 
together with Midwifery 


Medical, Mental and Non-Sick beds, 


Whitley Council saiary seale and conditions. 


Detailed applications, with names of two referees, 
Boone, Secretary. 





UNITED LIVERPOOL HOSPITALS 
ROYAL SOUTHERN HOSPITAL 
LIVERPOOL, 8- 


to be submitted immediately 
(1605) 





Sister Tutor required. Approxi- 
% Student Nurses. The School is to M. H. 
tained, standing in its own grounds | Joo 
Infirmary. Excellent living condi- 
a 


futher particulars apply to the Matron, 
Northern Infirmary, Inverness. (1619) 


EUNITED OXFORD HOSPITALS 
RADCLIFFE INFIRMARY 

tions are invited for the post ar 
Sister Tutor in the Preliminary Tretm 





tions should be made to the Matroa 
Bames and addresses + a 





CARDIFF ROYAL INFIRMARY. 

Mm Tutor required. Salary and condi 
i service according to Whitley Council 
mendations. 

py, giving full particulars of training 
Pierience, to Matron (1443) 


ROYAL NORTHERN HOSPITAL 

HOLLOWAY, LONDON, N.7 

Tutor, qualified. For increase of 

work under Principal Sister Tutor. 

plication forms obtainable from Matron. 
(165 











WEST HERTS. HOSPITAL 

HEMEL HEMPSTEAD, HERTS. 
Pinisirative Sister, Female (resident), 
for the above Hospital, which is a 
Bl Training School of 170 beds. 

perience in administration necessary. 
Plications to Matron. (1594) 


ST. MARY'S HOSPITAL 
Children's Department 
PRINCESS LOUISE KENSINGTON 
HOSPITAL FOR CHILDREN 
ST. QUINTIN AVENUE, W.10 
(Training School for R.S.C.N.) 

HOME SISTER 
tations are invited for the above post, 
Will be vacant in March, 1953, 8.R.N., 


+ essential. 
with full particulars and 
(1456) 











Teference to Matron. 


niaeeiemneteneeell 











NIGHT SISTER IN SOLE CHARGE 
(S.R.N., S.C.M.) 


required for General Hospital of 25 beds, which includes Maternity Unit. 
Forms of application can be obtained from the Secretary, South Somerset 
Hospital Management Committee, 71 Iligher Kingston, Yeovil. 


*Applications are invited for the post of 
Relief Administrative Sister. Applicants must 
be S.R.N. with Ward Sister's experience. 
Administrative experience preferred but not 
essential. Salary according to Whitley Coun- 
cil agreement. 

Apply with particulars of training and sub- 
sequent experience, also Matron’s name for 
reference, together with copies of two testi- 
monials or names of referees, to Matron. 

(1394) 


COUNTY BOROUGH OF CROYDON 
Anvplications are invited from women for 
the following resident appointments at Hos- 
tels for Old People:— 
Warden (S.R.N.): £274 p.a. x £15—£334 


D.a. 
Assistant Warden (S.R.N.), at Hostel 











accommodating 95 infirm old people: . £360 
p.a. x £15—£450 p.a. 

















Applications are invited for the following resident or non-resident posts. 


The United Sheffield Hospitals 


Whitley Council conditions and salaries. 


ROYAL INFIRMARY, INFIRMARY ROAD, SHEFFIELD, 6 


Experienced Medical Ward Sister -equired in March. 


(500 Beds) 


training Student Nurses and in medical research work. 


Theatre Sister. 


Good experience in all types of surgery. 


day and night duty. 
Staft Nurses tequired for General and Special Theatres. 


Night Sister required for Surgical Wards, one of four. 


working conditions. 


Associated with the Department of Child Health, Sheffield University, 
recognised by the Ceneral Nursing Council as a Sick Children’s Training School. 


ment), 


Male Assistant Nurse required for duties in the Neurosurgical Theatre. 


The JESSOP HOSPITAL FOR WOMEN 


LEAVYGREAVE ROAD, SHEFFIELD, 3 


Midwifery Sisters, S.R.N., 3.C.M. 


Gynaecological Night Sister, S.R.N. and Part IT C.M.B. preferred. 
Gynaecological Theatre Sister for Firth Auxiliary Hospital. Norton. 


CHILDREN’S HOSPITAL, WESTERN BANK 


arch. 


SHEFFIELD, 10 


(236 Beds) 


Medical Ward Sister, S.R.N., R.S.C.N. 


Sister-in-Charge at the Children’s Hospital Annexe, 98 Tapton Crescent Road, 
(20 beds), to take up duties Ist May, 1953, or earlier (post vacant due to retire- 
Tlousekeeping Certificate or equivalent essential and applicant should have 


experience in record keeping. 


Matron. 





Apply with full details of training and names of two referees to respective 
(1701) 





Must be interested in 


Three-shift rota 


Good experience and 


x £5—£239 p.a. (plus full residential emolu- 
ments in each case). 

Commencing salaries may be above the 
minimum, depending on qualifications and 
experience. 

The appointments are pensionable subject 
to medical examination. 

Applications on forms obtainable from the 
Chief Welfare Officer, 43 Wellesley Road, 
Croydon, must be submitted to him not later 
than the 14th March, 1953. 

Canvassing will disquatify. 

E. TABERNER, 
Town Clerk 
(1549) 


KING EDWARD Vil SANATORIUM 
MIDHURST, SUSSEX 
HOME SISTER 

Applications are invited for the above post. 
which includes complete charge of one gec- 
tion of the Nurses’ and staff quarters, to 
gether with some supervision of dining rooms 
Assistant Dining Room Supervisor employed. 
Candidates must be under 45 years of age; 
som? housekeeping experience considered an 

advantage but not necessarily essential. 
Apply with full particulars to the Matron 

(1573) 


| Assistant Wardens (S.F.A.N.): £224 p.a. 




















COVENTRY AND WARWICKSHIRE 
HOSPITAL, COVENTRY 
(341 Beds) 
Relief Administrative Sister required for 
holiday duties. 
Apply to Matron. (17148) 
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BIRMINGHAM REGIONAL HOSPITAL BOARD 


On behalf of the Hospital Management Committees applications are invited for the following appointments and should be sent, 
with details of age, qualifications, training, experience, and the names of two referees (or copies of two recent testimonials) to the Mane 


of the appropriate Hospital (except where otherwise stated), 
with the appropriate National scales. 


from whom further details may be obtained. Salaries are in accordanes 





BIRMINGHAM AND DISTRICT 


NIGHT SUPERINTENDENT 


Hallam Hospital, Hallam Street, West 
Bromwich. Senior of three, to take 
charge of the General Wards of the Hos- 
pital and Theatre. 


HOME SISTER 


Coleshill Hall, Coleshill, Warwickshire 
(Mental Deficiency) Must be State Kegis 
tered and preferably qualified in mental 
deficiency nursing. Will be required to 
relieve Deputy Matron. Gvod bus service 
to Birmingham. 


DEPARTMENTAL SISTER 


Royal Orthopaedic Hospital, Northfield, 
Birmingham, 31 (Training School ‘or 
O.N.C. and Preliminary State Examina- 
tion of the G.N.C.—340 beds) Required 
mid-April for six months. Housekeeping 
experience desirable. Suitable for some- 
one wishing to gain administrative experi- 


ence. 
NIGHT SISTERS 


Little Bromwich Hospital, Birmingham, 
9 (Fever Training School and Ist year 
General — 748 beds) S.R.N., R.F.N 
Establishment 5. 

Dudiey Road Hospital, Birmingham, 18 
(General — 650 beds; Maternity — 125 
beds) For Holiday Reliei duties. 


SISTERS 

Royal Orthopaedic Hospital, Northfield, 
Birmingham, 31 (Training School ‘or 
O.N.C. and Preliminary State Examina- 
tion of the G.N.C.—840 beds) Ward Sister 
required for busy operative ward of 26 

is with quick turnover. Also Sister 
for Holiday Relief duties. Orthopaedic 
experience preferred but not essential. 

Canwell Halil Bahies’ Hospital, Neer 
Sutton Coldfield, Warwickshire (58 cots) 
Ward Sister, S.R.N. and S.R.C.N., or 
children’s experience (2: cots, Medical, 
2—12 years). 

St. Chad's Hospital, Hagley Road, Bir- 
mingham, 16 (General—150 beds) Secend 
Sister for Medical Ward. Also Permanent 
Relief Sister. Resident or non-resident. 

Little Bromwich Hospita!, Birmingham, 
9 (Fever Training School and Ist year 
General—748 beds) Theatre Sister. 

Midiand Hespital, Eastcote Grange, 
Hampton-in-Arden ‘(Recovery — 36 beds) 
Part-time for night duty. 

West Heath Sanatorium, Rednal Road, 
Birmingham, 31 (Pulmonary Tuberculosis 
—210 beds) Ward Sister. 


STAFF NURSES 


Birmingham and Midiand Ear and 
Throat Hospital, Edmund Street, Bir- 
mingham, 3 (E.N.T.—76 beds). 

Dudiey Road Infirmary, Western Road, 
Birmingham, 18 (Chronic Sick — 1,050 
beds) Male and Female. Modern Nurses’ 
Home for Female Staff. No residential 
accommodation for men. 

Little Bromwich Hospital, Birmingham, 
9 (Fever Training School and Ist year 
General—748 beds) Required for Theatre. 

Marston Green Maternity Hospital, Ber 
wick Lane, Marston Green, Nr. Birming- 
ham (Matermity and Gynaecological—150 
beds) Two required, S.R.N., for Gynaeco- 


logical Ward of 10 beds (own theatre 
attached). 
Canwell Hall Babies’ Hospital, Four 


Oaks, Near Sutton Coldfield, Warwickshire 
(58 cots) 8.R.N. or 8.R.C.N. or R.F.N. 
Babies 9 months to 2 years, 21 cots— 
medical. 


Dudley Road Hospital, Birmingham, 8 


(General—650 beds: Maternity — 125 
— For General Wards, day or night 
duty 


The Royal Orthopaedic Hospital, North- 
field (Training School for O.N.C. and 
Preliminary State Exam. of G.N.C.—340 
beds) Opportunity for taking Orthopaedic 
e. if desired. Vacancies April and 
May i 
Selly Oak Hospital, Birmingham, 29 
(General—1.998 beds) Male or Female, 
resident or non-resident, for day and night 
duty. Vacancies in Theatre, Casualty De- 
partment and General Wards. Also 
§.R.N. for Female Chronic Wards. Non- 
recident 

West Heath Sanatorium, Rednal Road, 
Birmingham, 31 (Pulmonary Tuberculosis 
—210 beds). 





STAFF NURSES 
—Continued 

Yardley Green Hospital, Yardley Green 
Road, Birmingham, 9 (All forms of Tuber- 
culosis, including Surgical Unit — 413 
beds) S.R.N. Facilities for taking B.T.A. 

Cert. Resident or non-resident. 
Carnegie Premature Baby Unit, Hun- 
ters Road, Birmingham, 19 (18 beds) 
S.R.N. or R.S.C.N. Part I 8.C.M. an 
advantage. Certificate given. Resident 
or non-resident. Apply Sister in Charge. 


STATE ENROLLED 
ASSISTANT NURSES 

Birmingham and Midland Ear and 
Throat Hospital, Edmund Street, Bir- 
mingham, 3 (E.N.?.—76 beds). 

mite | Road Infirmary, Western Road, 
Birmingham, 18 (Chronic Sick — 1,050 
beds) Male and Female. 
Hfome for Female Staff. 
accommodation for men. 

Little Bromwich Hospital, Birmingham, 
9 (Fever Training School and Ist year 
General—748 beds) Male and Female, re- 
quired for Acute Medical and Acute Sur- 
xical Wards. Accommodation for Female 
Nurses only. 

Selly Oak Hospital, Birmingham, 20 
(General—1,098 beds) Male and Female 
for Chronic Wards. Resident accommo- 
dation for female ‘staff only. 

Midiand Hospital, Eastcote Grange, 
Hampton-in-Arden (Recovery—36 beds). 


Modern Nurses’ 
No residential 





- BIRMINGHAM AND DISTRICT—Contd, 


PUPIL MIDWIVES 
—Continued 

Selly Oak Hospital, Birmingham, 29 
(Maternity Dept. of 30 beds and 80 cots 
For Part | of the Central Midwives Board 
Examination. Vacancies occur every threr 
months, and next course commences on 
24th April, 1953. One week's preparatory 
course is given in classroom before com 
mencing six months’ training and one 
week revision course after completion of 
training. Coaching by Consultant Stafi 
and qualified Sister Tutor 

Dudiey Road Hospital, Birmingham, 18, 
Midwitery Training School, Part § (Gen- 
eral—650; Maternity—125. Premature 
Baby Unit) There are vacancies in this 
modern department, which includes a 
Premature Baby Unit Block system 
training in operation. Vacancies April 
20th and June Ist. 





Marston Green Maternity Hospital, g—. 
wick Lane, Marston Green (Matemiy 
and Gynaecological—150 beds) 
Midwifery Training School. S.R.N. aly 
being accepted for a twelve month 
course of training. Course includes 4 
days in the School, instruction ip Cu 
and Air Analgesia, three months distrig, 
Schools commence May, November an 
February. Vacancies exist for Part 4 
Training. 8.R.N. and a limited numby 
of non-S.R.N. accepted. Schools co. 
mence every three months. 

Sorrento Maternity Hospital, 15 Way 
Green Road, Moseley, Birming! 0 
Part | Midwifery Training School. Schooy 
commence May Ist,.Auxust Ist, Novem. 
ber Ist and February Ist for S.R.N, a4 
R.S.C.N. candidates. A_ limited numbe 
of vacancies for untrained women of guj 
education. 





WORCESTERSHIRE 


DEPARTMENTAL SISTER 

Ronkswood Hospital, Worcester (Gen- 
eral—210 beds) Departmental Midwifery 
Sister with Teaching Certificate. 


NIGHT SISTERS 


Ronkswood Hospital, Worcester (Gen- 
eral—210 beds) Two required for Midwif- 
ery Unit. 














iene 





women in the fleld of Tuberculosis:— 
STUDENT NURSES to 
Certificate, 
general training. 
STAFF NURSES and 


Association. 


TRAINING IN TUBERCULOSIS NURSING 


The following Hospitals offer interesting and varied work to men and 


train for the British Tuberculosis Association 
and in those Hospitals marked 


WARD SISTERS to obtain the Certificate of the British Tuberculosis 


*Cheshire Joint Sanatorium, Market Drayton, Salop. 

*Groundsiow Sanatorium, Tittensor, Stoke-on-Trent. 

*Yardiey Green Hospital, Birmingham, 9. 

*§$t. Wulstan’s Sanatorium, Malvern Wells. 

King Edward VI! Memorial Sanatorium, Hertford Hill, Warwickshire 
Knightwick Sanatorium, Worcestershire. 

Prestwood Sanatortum, Near Stourbridge. 

West Heath Sanatorium, Birmingham, 31 





with an asterisk, to proceed to 


’ Worcestershire. 





Romsiey Hill S ium, Ha 
Applications to Matron concerned. 























West Heath Sanatorium, Rednal Road, 
Birmingham, 31 (Pulmonary Tuberculosis 
—210 beds) Male or Female. 

Yardley Green Hospital, Yardley Green 
Road, Birmingham, 9 (All forms of Tuber- 
culosis, including Surgical Unit — 413 
beds) Resident or non-resident. 


POST REGISTRATION 
TRAINING 


Little Bromwich Hospital, Birmingham, 
9 (Fever Training Schoo] and Ist year 
General — 748 heds) General trained 
Nurses for one year training in Fevers. 


MIDWIFERY SISTERS 
Dudley Road Hospital, Birmingham, 18 
(General — 650 beds; Maternity — 125 
beds) (Premature Baby Unit) For Holl- 
day Relief duties. 


STAFF MIDWIVES 
Selly Oak Hospital, Birmingham, 2 
(Maternity Dept. of 30 beds and 30 cots, 


For Day and Night duty. Resident or 
non-resident. 
Sorrento Maternity Hospital, Wake 


Green Road, Moseley, Birmingham, 13 
(Part I Training School) To work in all 
Midwifery Departments. Six months’ 
training in the care of the premature baby 
is given to State Certified Midwives and 
Registered Sick Children's Nurses. 
Hallam Hospital, Hallam Street, West 


Bromwich. For modern Maternity Unit. 
Experience given in all sections of the 
department. Also for recently opened 


modern Premature Baby Unit. 


PUPIL MIDWIVES 
Hallam Hospital, Hallam Street, West 
Bromwich. For modern Part | Midwifery 
Training School. Separate Premature 
Baby Unit. Study day per week. Vacan- 
cies 1st May and every three months. 





Knightwick Sanatorium, Knightwick 
(Tuberculosis—104 beds) Resident. 

Bromsgrove Cottage Hospital, Broms- 
grove (General—36 beds) In Sole Charge. 


SISTERS 

Malvern General Hospital, Malvern 
(General—22 beds) Theatre Sister. 

Ronkswood Hospital, Worcs. (General 
san beds) Ward Sister for Midwifery 
bit. 

Knightwick Sanatorium, Knightwick 
(Tuberculosis — 104 beds) Temporary 
Ward Sister (Male Block). 

St. Wulstan'’s Hospital, Malvern, Wores. 
(Tuberculosis — 410 beds) Ward Sisters 
One for 20-bedded Surgical Ward. Fx 


perience of thoracic surgical nursing 
essential 
Hill Top Hospital, Bromegrove (Re 


gional Thoracic Surgical Unit—76 beds) 
Ward Sister for relief duties. Knowledge 
of Thoracic Surgical Nursing an advan 
tage 

Bromsgrove Cottage Hospital, Brome- 
grove ((Ceneral—36 beds) Theatre and 
Ward Relief Sister. 

Romsley Hill Sanatorium, Halesowen 
(Pulmonary Tuberculosis — 120 beds) 
Ward Sister or Charge Nurse. S.R.N. 
Maule Ward of 24 beds. Resident or non- 
resident. 

STAFF NURSES 

Malvern General Hospital, Malvern 
(General—22 beds). 

Ronkswood Hospital, Worcester (Gen- 
eral—210 beds) For Theatre, Neuro-Sur- 
gical Unit and General Wards. 

Hill Top Hospital, Bromsgrove (Re 
gional Thoracic Surgical Unit—76 beds) 
For Operating Theatre. lDrevious experi- 
ence not essential 

Worcester Royal Infirmary, Castle 
Street, Worcester (General — 301 beds) 
Staff Nurse with Orthopaedic experience. 
Also Two Theatre Staff Nurses for busy 
general Theatres. 





STAFF NURSES 
— Continued 

Bt. Wulstan’s Huspitai, Malvern (Tubs. 
culosia—410 beds). 

All Saints’ Hospital, Bromsgrove (Gq 
eral, Maternity and Geriatric—423 beds) 
Staff Nurses required, including two te 
Night duty, and for Gynaecological ad 


Medical Warde. 
Sanatorium, Halesown 


Romsley Hill 
‘Pulmonary Tuberculosis — 120 _ beds) 


R.N., B.T.A. Resident or non-resident 
STATE ENROLLED 


ASSISTANT NURSES 
ide Hospital, Evesham (Matemity 





A p 
Unit—29 beds). 


Malvern General Hospital, Malvem 
(General—22 beds). 
Ronkswood Hospital, Worcester (Ge 


era]l—210 beds) Resident. 
St Wulstan’s Hospital, Malvern, Wor, 


(Tuberculosis — 410 beds) Resident @ 
non-resident, 
Knightwick Sanatorium, Knightwith 


(Tuberculosis—104 beds).... 

All Saints’ Hospital, Bromsgrove (Ga 
eral, Maternity and Geriatric—423 
Male and Female, resident or non- 
dent. 

Romsiey Hill Sanatorium, 
(Pulmonary Tuberculosis — 12 
Male or Female, non-resident 

Kyre Park Hospital, Nr. Tenbury Wellt 
(Primary Tuberculosis in Children — 
beds) Three required 


MIDWIFERY SISTERS 
All Saints’ Hospital, Bromsgrove (Ge 
eral, Maternity and Geriatric—428 beds). 
Avonside Hospital, Evesham (Matemity 
Unit—29 beds) S.R.N., S.C.M., for bum 


Unit. 
STAFF MIDWIVES 
Ronkswood Hospital, Worcester (Gm 
eral—210 beds) Two required. 
Avonside Hospital, Evesham (Matermity 
Unit—29 beds) Two required. 
All Saints’ Hospital, Bromsgrove (Ge 
eral, Maternity and Geriatric—428 ' 


—, 


WARWICKSHIRE 


SISTER TUTOR 
Monyhull Hall, Kings Heath, Bi 
ham (Mental Deficiency—1.200 beds) 
oF part-time, resident or non-resident. 


—, 


WOLVERHAMPTON AND 


DISTRICT 


PUPIL MIDWIVES 
The Royal Hospital (Women’s B 
Park Road West,. Wolverhampton (Gynt 
cological and Obstetric—76_ beds) Pupil 
Midwives prepared for Part I Central Mié 
Vacancies 


alesowen 
0 beds) 




















wives Board Examination. 
every three months. Approved for & 
and Air Analgesia Course. 


coached throughout by qualified Sisté 
Tutor. Applications to Matron, 
Royal Hospital, Cleveland Road, Wolvé 
hampton. 
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